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It would appear unnecessary to detail the 
various neuro-psychiatric disturbances that 
constitute a hazard to safe driving. Prob- 
ably no other bodily system is so essential 
to the proper handling of motor vehicles as 
and its various 


the central nervous system 


components. A clear mind and normally 
functioning reflex mechanisms are most im- 
portant in the performance of such actions. 
Even omiting the special senses and their 
reflex pathways, as they will be present:1 
by others who specialize in such fields, it 
goes without saying that the majority of 
organic lesions of the brain and spinal cord 
must be considered as constituting a comtra- 
indication to the issuance of drivers licenses. 
The major psychoses can surely be placed 
in this category, for it can be readily appre- 
ciated that individuals 
are such as to include 


whose reaction types 
hallucinatory or delu- 
sional complexes should not be entrusted 
with the handling of motor cars on public 
roadways. It is highly probable that in the 
majority of instances the officials in charge 
of licenses for drivers of motor vehicies 
would, on their own initiative and withcut 
specific regulations covering such condiiions, 
hesitate to grant permission to any indivic- 
ual presenting indications of a gross mental 
abnormality, but 


it is an essential that those 


*Read before the Orleans Parish Medical Society, 
April 13, 1936. 


individuals showing nervous instabilities, 
fatigue syndromes, or any of the anxiety 
states be refused such a permit. Quite fre- 
cuently accidents occur that would probably 
have been for the fact 
that the driver of one of the vehicles was an 


individual of 


easily avoided bus 


one of 
have just referred. 


the types to which I 

From the organic-neurologica! standpoint, 
the residuals of various types of cerebral in- 
sults probably present the largest number 
of conditions which are overlookea by licens- 
ing authorities. The 
and monoplegias are given little considera- 
tion as 


residual hemiplegias 


constituting disqualifications for 
driving an automobile and yet, properly 
functioning limbs are quite necessary for the 
control of such vehicles and any individual 
who possesses one or more extremities of 
limited function as a result of changes in the 
central reryous system whe.her due to dis- 
ease or injury, is incapahle cf exercising nor- 
mal use of such a meatier. Clesely asso- 
ciated with this group are the residuals of 
infantile paralysis. 

The Parkinsonian syndromes, whether a 
true paralysis agitans, or a residual encepha- 
litis, should certainly be given caretul con- 
sideration, characterized as they are by mus- 
cular rigidity and involvement of those cen- 
ters controling automatic movements. 

A tabetic with his lower cord involvement, 
characterized particularly by changes ir the 
patella reflex mechanisms and loss of “sense 
of position” is certainly not one to be casual- 
ly entrusted with the handling of vehicles in 


public. 
The epileptic and allied groups, particular- 
ly those individuals presenting cases of nar- 
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colepsy, constitute a most dangerous group 
in this respect. 

It would seem superfluous to mention such 
conditions as chorea and habit spasms, var- 
ious types of these, particularly tic doulou- 
reux with its intense pain, are certainly of 
such a nature as to distract the sufferer from 
the seriousness of his responsibility in par- 
ticipating in motor traffic. 

It is a well recognized fact that alcoholics, 
through their effect on the central nervous 
system, inhibit or interfere with the normal 
reflex mechanisms as well as impairing judg- 
ment and mental faculties and the user of 


alcohol must therefore be considered from 


both neurologic and psychiatric aspects. 
Various other toxic agents and narcotics as 
morphine, cocaine, mariahuana and some of 
the barbitals must be given the same con- 
sideration. 

Those suffering from senile syndromes, 
those of arteriosclerotic disease of both brain 
aid cord, characterized by symptoms vary- 
ing from. mild tremors to brief periods of 
unconsciousness, should certainly be disqual- 
iiied. 

In fact, it would seem unnecessary and is, 
in the short space of time allotted, impossible 
te detail all of the neuro-psychiatric condi- 
tions that must be accepted as constituting 
a serious menace to the safety, not only of 
motorists in general, but the public at large. 

If those suffering therefrom are granted 
the privilege of operating motor vehicles, it 
cen be safely held that any involvement of 
the nervous system in general or its compo- 
nent parts from gross organic changes 
through the frankly established functional 
involvements are of such a serious nature as 
to present all the evidence needed to be re- 
fused licensing as an operator of a motor 


vehicle. 


SURGICAL POINT OF VIEW 
EMMETT IRWIN, M. D. 
NEW ORLEANS 
I venture to say there is no group of per- 
scns who are more careful in the operation 
of an automobile than the physicians, there- 
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fore, to appear before this assembly to dis- 
cuss safe driving, which to you is a primary 
and academic subject, causes one to apolo- 
gize and ask your indulgence. However, it 
is usually the simpler and more common oc- 
currences in every day life that are lightly 
treated and oftimes overlooked, but it is the 
unusual or spectacular happening that makes 
the headline and grips the attention of the 
community. 


The great object of the medical profession 
is to save life and to preserve the health of 
man, either through care or prevention of 
disease, but today the evils of the automo- 
bile traffic constitute a disease far more dan- 
gerous to human beings than many of our 
infectious diseases. There is no group of 
citizens more competent to sit in judgment 
cn this question than the physician, who 
comes in intimate contact with the terrify- 
ing results brought about through negligence 
or carelessness of drivers, many of whom are 
irresponsible or physically unfit to operate a 
vehicle of speed. The surgeon is called upon 
to battle against death or the possible loss 
of a limb, because of the nature of the wound, 
infection, shock or what not. These auto- 
mobile smashups have a peculiar delight in 
so many. instances of producing injuries to 
the head, spine, mediastinum or abdominal 
viscera, all of which constitute a distressing 
group of cases and may be classed as types 
of injuries not the most satisfactory to treat. 
Many of those persons surviving smash- 
ups carry with them throughout life some 
disability or disfigurement such as the more 
Most of these in- 
juries are unnecessary and could have been 
avoided if some drivers had not endeavored 
te beat a traffic light or had not disobeyed 
some traffic regulation or if the car had been 
sitisfactorily conditioned. 


common facial cicatrix. 


I am certain any one of you has seen per- 
sons operating cars possessing physical dis- 
abilities which should disqualify them from 
obtaining a license to drive. I refer to in- 
ividuals who have but one arm, an artificial 
leg, or who possess congenital deformities or 
suffer the effects of infantile paralysis, or 














hemiplegia. 
be made 
adapted devices for driving. 


Of course, some of these may 
safe drivers through specially 

The city authorities are to be commended 
for the brave and effective campaign recent- 
iy begun and continued, resulting in a great 
reduction in traffic fatalities and injuries, 
and this enforcement of law should be per- 
manent. Many unserviceable automobiles 
have been barred from the streets through 
refusal of a license because of failure to pass 
inspection, and likewise, in the same manner 
many drivers should be refused license be- 
cause of physical disability or unfitness. 
This campaign should be made perpetual 
and the requirements for license should be 


made more severe. 

During the past Carnival one of the auto 
wrecking companies staged an interesting 
parade on Canal Street, displaying the re- 
A view 
of these masses of tangled metal should have 
been a persuasive deterrent for careless driv- 


mains of many cars after smashups. 


ers. It would also be a good idea if it were 
possible to parade a great number of the 
human beings made wrecks for life through 
careless and reckless driving because this 
would make an everlasting impression upon 
the onlookers. 

This Society should be highly compliment- 
ed upon its safety campaign and above all, 
commendation should be heaped upon the 
head of our President, who, even prior to his 
eiection, through certain interviews and con- 
ferences, is the one person who really is 
responsible for the widespread campaign of 
safety in the city and incidentally the most 
We 
must assist him in this magnificent under- 


effective safety drive yet carried on. 


taking and the campaign must be followed 
up. 


SIGHT AND SAFE DRIVING 


CHAS. A. BAHN, M. D. 
NEw ORLEANS 


Traffic diseases, like all others, bring their 
most vivid horrors directly to the doctor’s 
dcor. Only a general understanding of the 
fundamentals of safe driving, and common 
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sense in their application, can check the new 
plague of crippling and death-dealing auto- 
mobile accidents. 

The automobile is essentially a precision 
instrument which requires intelligent opera- 
tion. Improperly used, it is an implement 
of death. No carefully aimed projectile from 
the finest long range gun can be more des- 
tructive than two thousand pounds of steel 
pius explosive gasoline traveling wild and un- 
aimed at speeds up to one hundred and twen- 
ty feet per second ( eighty miles per hour.) 
Contrary to the general conception, the driv- 
er of an automobile handles more energy for 
the weight of his vehicle than a locomotive 
engineer. The motorist, with little or no 
training, can hardly be compared in respon- 
sibility to the railroad employee who is re- 
peatedly examined, has years of experience, 
and pilots his engine over a fixed track. 


First and foremost among the funda- 
mentals of automobile accidents are human 
selfishness and carelessness. Physicians, 
more than others, witness the useless suf- 
tering and needless loss of life and limb 
caused by recklessness, drunkenness, speed- 
ing, and disregard of traffic regulations. The 
average citizen unfortunately seems to think 
that traffic laws are made only for the other 
fellow. He instinctively resents the thought- 
less violation of these simple protective reg- 
Yet, when the 
cffender is a member of his family, or a 


friend, them 


uiations by other drivers. 
and uses his in- 
fiuence to help them escape the same punish- 
ment that he would emphatically demand for 
the stranger. 


he excuses 


He is directly responsible for 
many needless injuries and deaths which 
would be prevented by unhampered enforce- 
ment of traffic regulations. 


The fight against traffic disease must be 
based on an understanding of normal safe 
The driver handicapped by visual 
or other defects may be only a slightly in- 
creased hazard under favorable conditions. 
In fairness to his and others’ safety, how- 
ever, we must realize that his risks are 
excessive, a greater part of the time because 
ideal conditions on the road seldom exist. 


driving. 
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Reasonable coordination of eyes, muscles, 
and brain, means safe driving. Although 
only five per cent of automobile accidents 
are directly traceable to bad eyes, ocular dis- 
eases or accidents may force any one of our 
twenty-eight million drivers into an accident. 

Central Vision: 
that 20/50 vision is necessary for safe driv- 
ing. This that the 
able to read three inch 


The accepted opinion is 


means driver must be 


numbers, such as 
those on a license plate, at seventy-five feet 
The 


man behind the wheel must also be able to 


under reasonable lighting conditions. 


judge accurately the size and shape of the 
road space through which he is to guide the 
Should distort 
hazard is introduced which calls for either 


car. his eyes objects, a 
correcting lenses or compensation by in- 
creased carefulness. 

A year is generally necessary for the man 
who suddenly loses the sight of one eye to 
regain sufficiently accurate distance estima- 
tion for safe driving. After that time, with 
the aid of a double mirror which facilitates 
seeing approaching objects on the blind side, 
the one-eyed driver represents only a slight- 
ly increased road hazard. Nevertheless, he 
should always wear protective glasses. If 
dust or other objects get into his only seeing 
eye while driving, even at moderate speeds, 
he is absolutely blind and helpless and only 
a miracle can prevent disaster. 

Color Vision: Color blindness has caused 
relatively few accidents on the road. Any 
hazard from the color-blind driver could be 
eliminated by the use of traffic signals ar- 
ranged in standard positions and shapes. 
For example, the red signal could be a 
horizontal rectangle in the upper position, 
and the green signal a vertical rectangle 
below. 

Light Sense: Changing light conditions on 
the road require ususual retinal adaptation. 
Because the eyes can not adjust themselves 
rapidly enough, a driver confronted by bril- 
liant headlights must pull his eyes from the 
glare to see the right edge of the road. Even 
after slowing to a crawl while the oncoming 


machine passes, the driver must again endure 
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seconds, or even a minute, of partial blind- 
ness until his eyes readjust to the second 
abrupt change from glare to darkness. Per- 
who have eye diseases 
characterized by this inability to see well at 
night, or after changes in luminosity, should 
not drive an automobile. 

Glaring, overbright headlights are harmful 
even to healthy eyes. Their danger is under- 
stood legally as well as medically. In ac- 
attributed to blinding headlights, 
contributory negligence is held to exist un- 
less the car struck has come to a dead stop. 
Headlights which throw their beams as far 
as two hundred feet ahead, the legal require- 
ment, usually blind the oncoming driver with 
their glare. One preventive remedy is to 
change from country driving lights which are 
directed at 200 feet ahead to city lights 
which focus downward at less than seventy 
five feet. 


sons particularly 


cidents 


Drivers with oversensitive light adapta- 
tion are affected on brilliantly sunny days as 
well as at night. When the use of colored 
glasses does not eliminate this discomfort, 
such a person is visually unfit to drive a car. 
Direct vision examina- 
tion for a driver’s license entirely misses the 
applicant with restricted visual field. He 
may see clearly and quite perfectly straight 
ahead of him, but, like a horse with blinders, 
he cannot perceive an object approaching 
from the side until very close. Often that is 
The man who sees only as though 
he were looking through a tube must be 
eliminated as a driver. 

Double Alterations in the visual 
motor field may cause double vision or 
diplopia, a defect for which no amount of 
carefulness can compensate. Whether the 
condition be the result of sick eyes, or due 
to the temporary influence of fatigue or al- 
cohol, the double-seeing driver is highly 
dangerous. He may guess right nine times 
cut of ten. The tenth time means destruc- 
tion, not only for himself and his car, but for 
the innocent “other fellow.” 


Peripheral Vision: 


too late. 


Vision: 


Thus far we have discussed the visual 
characteristics which are physical. Much 














more important is the mind which governs 


vision and all the other senses. The safe 
driver is judged, not solely by his vision, but 
especially by his physical and mental reac- 
tion in properly interpreting a series of visual 
pictures. His safety margin must always 
keep him one step ahead of accidents. The 
driver who is good only under favorable con- 
ditions, however, is not necessarily the safe 
driver. Selfish drivers disregard the safety 
oi others, and adventurous drivers take fool- 
ish risks which endanger others. 


A definite time is required for mind and 
muscles to react to all sense perceptions. 
This reaction may be entirely subconscious, 
or may be subconscious and then conscious. 
Sight is the sense most closely and frequently 
with the subconscious. About 
three-fourths of a second is the normal time 
for a person with reasonably good coordina- 
tion to make a motion, such as applying 


associated 


brakes, after an object is subconsciously per- 
ceived, provided the driver has been reason- 
ably attentive to the business of driving. If 
the driver is half asleep, or thinking of some- 
thing else, or if his reactions are retarded by 
disease, alcohol or fatigue, this time interval 
Even three-quarters of 
a second in a vehicle going forty to sixty 
miles per hour, represents from forty-five to 
sixty feet of distance traveled before the 
driver can begin to apply the brakes, and 
twice this number of feet traveled before the 
car can be stopped. The time factor thus be- 
comes a very definite part of the safety mar- 
gin usually neglected by the careless driver. 


is greatly increased. 


The most frequent serious injuries of the 
visual mechanism caused in automobile ac- 
cidents result when the eye-ball is struck 
either directly or through the lids. 
to the eyes under such conditions may in- 
clude destruction of the eye-ball, muscular 
paralyses and lid injuries which often re- 
quire prompt coaptation to prevent disfigure- 
ment. The more general use of non-shat- 
tcrable glass materially reduced the 
number and severity of these accidents. 


Injuries 


has 


Even when there is no actual injury to the 
‘orbit or eye-ball, a head blow of great sever- 
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ity, with or without bone fracture, may pro- 
duce ocular injury. Subconjunctival bleed- 
ing without causative external injury sug- 
gests bleeding behind the eyeball. The actual 
destruction of brain substance, cerebral hem- 
orrhage, or concussion, may cause partial or 
total loss of vision either temporary or 
permanent and usually limited to one side. 

Minor ocular injuries caused by the intro- 
duction of foreign bodies such as dust, 
cinders, and insects into the eyes while driv- 
ing are potentially serious because of at 
least momentary loss of automobile control. 

Ninety per cent of the increasing number 
of accidents are caused by less than fifteen 
per cent of drivers. New drivers should be 
technically and practically examined for 
mental, visual and mechanical fitness for a 
driver’s license. Unfortunately, a certain 
number of persons can never be made safe 
drivers. They have not the physical and 
mental qualities necessary to operate a car 
without endangering the lives of themselves 
and others. Chronically unsafe drivers could 
easily be removed from the road by a simple 
investigation of every automobile accident 
involving injury or death. One member of 
the investigating committee should be an 
understanding physician. 

Most important in fighting our traffic 
diseases and maintaining healthy automobile 
driving is the safety habit. The habit of 
driving with conscious thought for safety is 
a good habit. Careless and absentminded 
driving is a bad habit. Safe driving must be 
recognized as an earned privilege and not a 
God-given right. 





MEDICAL CONDITIONS WHICH RENDER ONE 
UNFIT TO BE A SAFE DRIVER 


SHIRLEY C. LYONS, M. D. 
NEW ORLEANS 


One needs to make no apology for appear- 
ing before this body on such a commonplace 
subject when one briefly reviews the record 
of deaths from automobiles and trucks for 
the past few years. In what is referred to 
by some as “the great American gamble,” 
there were 29,900 killed and 850,700 injured 
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oa the streets and highways during 1933, as 
the result of automobile accidents. In 1934, 
these figures rose to 36,000 killed and 954,- 
000 injured; and in 1935, there were 36,100 
killed and 895,280 injured. 


The automotive industry has spent many 
dollars on experimental work until now they 
produce attractive speed wagons which are 
almost mechanically perfect, so much so that 
it is estimated that less than 5 per cent of all 
automobile accidents are the result of faulty 
mechanism of the The human 
machine is responsible for 95 per cent of all 
automobile accidents, yet few people seem 
to have considered the importance of exa- 
mining the human part of the automobile 
driving machinery. Drunkenness or intoxi- 
cation of the driver has come in for a large 
share of blame, a share which I am inclined 
to believe has been grossly exaggerated. Far 
be it from me to condone the drunken driver ; 
certainly I would suggest a more careful in- 
vestigation by competent individuals, how- 
ever, before denouncing a driver on that 


machines. 


score. 


Another word here on the general subject 
In comparing the 
results of many investigations, there is one 
outstanding feature which may be summed 
up in the striking statement that in 75 per 


of automobile accidents: 


accident cases the driver was 
straight through.” In this terse 
statement I believe we have the most im- 
portant solution to our present high and 
ever increasing mortality rate or slaughter 
from automobiles. Whom do we find among 
this group of drivers that go straight 
through, often, very often, regardless of 
traffic signals and road signs? I firmly be- 
lieve that if a careful investigation of these 
“straight through” drivers and those who re- 
peatedly violate traffic rules were conducted 
by qualified persons, we would find it com- 
posed of persons who should never have 
been given licenses to drive in the first place; 
namely, individuals with bad eyes, bad ears, 
bad feet, poor hearts, poor circulatory 
systems, bad nerves, anemias, deformities, 
and last but not least a poor quality of brain. 


cent of all 


going 
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In other words it seems that the great 
destruction of human life annually produced 
by automobile accidents is due in the main 
to the issuance of drivers’ licenses to persons 
uifit to be entrusted with such responsibil- 
ities. Certainly a complete physical exami- 
nation of these “straight through” drivers 
and repeaters in accidents is not asking too 
much. In regard to the physical defects enu- 
merated above, I am sure that you will agree 
with me that it is unwise to turn such people 
loose with such dangerous, high powered ma- 
chines of destruction. I am sure none of you 
would want them for your hunting partners. 
Such persons are endangering their own lives 
as well as the life of every person they meet 
on the street or road. 

It has been shown in an investigation that 
men over 50 years of age with abnormal 
blood pressure had on the average more 
than twice as many accidents as men of the 
seme age whose blood pressure was normal. 
Does not this speak conclusively for a 
periodic physical examination? 

After reading much on the subject and 
giving a reasonable amount of thought and 
time to the subject, I believe that the follow- 
ing conclusion expresses my sentiment: In- 
telligence, caution, courtesy and equilibrium, 
added to good physical condition, are re- 
quisite to enable one to operate an automo- 
bile with safety to himself and others. Cer- 
tainly the time has come when every ap- 
plicant for a driver’s license should be 
obliged to pass a physical examination and 
should be compelled to again pass such an 
examination after any serious accident or 
after a period of years. 





THE PHYSICIAN’S ROLE IN TRAFFIC 
ACCIDENT PREVENTION 


JAMES T. NIX, M. D. 
NEw ORLEANS 


“For thousands of years medicine has 
united the aims and aspirations of the best 
and noblest of mankind.” Anything per- 
taining to the welfare of the community has 
been and will continue to be within the 
province of the physician. 














Editors and publishers are aroused and 
are authority for stating that in 1935 motor 
vehicle accidents commanded more news and 
editorial space than any other subject, in- 
cluding the Lindbergh case and the Italo- 


Ethiopian war. People are no longer tolerant 
as the lives of their loved ones are ruthlessly 
snuffed out. 

This accident problem is a grave menace. 
We are facing what we might label a traffic 
scourge, the worst kind of enemy,—one 
within our ranks. “Inimici ejus; domestici 
ejus. Our enemies are within the home.’ 
—We drivers. This scourge, like the worst 
epidemic, brings a yearly slaughter of school 
children, higher than any of the Captains of 
Death, pneumonia, diphtheria, infectious dis- 
eases; this scourge carries a yearly loss ct 
young manhood second only to heart disease. 
With crippled, infirm and injured added, 
the number far surpasses the morbidity and 
mortality of the three highest causes of 
death combined. 


The traffic scourge between 1920 and 1935 
caused 388, 936 deaths, more than the human 
tell in all wars of our history from Inde- 
pendence in 1776 to 1935. The graves of 
traffic victims, arranged in a row, would 
stretch in an unbroken line of crosses from 
the Gulf of Mexico to the Great Lakes. 

Traffic accidents and deaths in the United 
States, we are ashamed to admit, lead every 
other country on the face of the globe. The 
guod name of America is stained, the in- 
tegrity of her citizens impeached, and un- 
fortunately, conditions are getting worse. 

The year 1935 saw an all-time high in 
vehicle accidents. Deaths, 36,400; 
non-fatal 1,170,000! In addition, 
more than 100,000 people received permanent 
injuries, were condemned to go on through 
the rest of their lives crippled. Add the less 
important figure, staggering as it is, of one 
billion, six hundred million dollars, the eco- 
nomic price tag of automobile accidents, and 


motor 
injuries, 


you have a fairly complete picture of what 
happened last year. 

Turning to New Charles W. 
Matherne of the Traffic Office points out 


Orleans, 
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the number of accidents is inversely pro- 
portional to the number of arrests for traffic 
violations. In December, 1935, there were 
fifteen deaths and one hundred and sixty-two 
errests; in February, 1936, four deaths and 
2,075 arrests. The activity of the police de- 
partments this year has effected a decrease 
of 150 per cent in January fatalities, com- 
pared with December, 1935, and a decrease 
of 66 per cent compared with January last 
year. By redoubling our efforts greater re- 
sults can be secured. 

It is interesting to medical men that of 
2,075 arrests in February only ten were 
issued to physicians. Is this due to careful- 
ness of the physicians or the respect shown 
by police for their calling? 

The reports of deaths by accidents in the 
Times-Picayune last year show one fatal ac- 
cident and two minor accidents with phy- 
sicians involved. The proportion of medical 
to lay drivers is 1:112.7; the accident ratio, 
1:596. Furthermore, there occurred one ac- 
cident for every forty-four drivers of all 
classes, although there were only three ac- 
for seven hundred and fifty phy- 
sicians. This 
creditable. 

What are the remedies to apply? 

Civil authorities require and should insist 
that cars are equipped for safety. Traffic 
regulations must be respected and rigidly 
enforced. 

Educate the public, beginning with child- 
ren in grade schools and extending through 
al} channels to and beyond institutions of 
higher learning. 


cidents 


reduction in our favor is 


Children must be taught safety 
During the past year in a graded school on 
the Mississippi Gulf Coast, fourth, fifth and 
sixth grade children were offered a prize for 
the best slogan of less than five lines on the 
sign, “Stop—Look—Listen.” A_ girl of 
eleven years offered a verse which older 
heads might heed: 

“Think before you cross the street, 
Use your head before your feet.” 


measures. 


In higher education Harvard University 
has initiated a graduate course in automobile 
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traffic control, beginning next fall, and will 
award fifteen Fellowships paying $1,200 each 
tc college graduates interested and qualified. 
Northwestern University has taken a similar 
step. 

Medical men in general and special prac- 
tice should be accident-conscious. Neurolog- 
ists, surgeons, internists, oculists, men of 
every specialty should advise patients of 
physical shortcomings with potential dangers 
and probable liabilities assumed in automo- 
bile driving at various speeds. When the 
physical defect demands, the doctor should 
instruct his patient not to drive. 


The A. B. C’s, “Always Be Careful” and 
“Don’t Speed” apply to all walks of life. “A 
speeding car is a caliper between the quick 
and the dead.” There are many signs on 
highways, but one on the road West especial- 
ly applies to doctors and to all with lives in 
their care. “Life is dear to all of us. Bea 
careful driver.” 


In America, 1935 goes down the darkest 
page in annals of automobile accidents. The 
moaning of 36,400 dead thunders in our ears; 
a marching stomp of 100,000 cripples trem- 
bles America; 1,760,000 injured from every 
quarter shriek to heaven demanding the pre- 
vention of accidents. 


There is but one answer! Physicians, edu- 
cators, police officials and the intelligent 
public have been conscripted alike. As a 
mighty phalanx we should be ceaseless in 
measures of education, inflexible in law en- 
forcement, uncompromising in prosecution 
until accidents are reduced to a minimum, 
and the lethal car driven to cover and destruc- 
tion, away from streets and highways.* 

*At the completion of this symposium a resolu- 
tion was introduced by Dr. Joseph C. Menendez 


and passed unanimously. This resolution read as 
follows: 


WHEREAS, there is at present being conducted 
throughout this city and state a campaign to 
support safe driving measures, and 

WHEREAS, the safety committee of the Orleans 
Parish Medical Society has closely studied the 
efforts being made in this campaign, and 
WHEREAS, the safety committee has suggested 
that the campaign be extended to enhance the 
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physical, mental, moral, and medical qualifications 
of the applicant, therefore, 


BE IT RESOLVED, that the Orleans Parish Med- 
ical Society go on record as endorsing the safe 
driving movement; that the members of the 
Society, will by their conduct, influence, and 
example, lead the way to safe driving; that the 
Society will work and cooperate with the officials 
in charge of this movement and with all civic 
bodies so engaged; that the Orleans Parish Med- 
ical Society offer and stand ready to work out 
any medical problems that may arise in the course 
of the campaign. 


BE IT FURTHER RESOLVED, that copies of this 
resolution be made, and placed on record with 
the authorities in charge. 





THE MORTALITY OF ACUTE 
APPENDICITIS 


AN ANALYSIS OF 156 FATALITIES.* 
URBAN MAES, M. D.7 


FREDERICK FITZHERBERT BOYCE, M. D.t+ 
"and 
ELIZABETH M. McFETRIDGE, M. A.{ 
New ORLEANS 


Our serious concern with the subject of acute 
appendicitis has been expressed in the last three 
years in a series of seven papers dealing with 
various phases of the disease as it is exhibited 
in the statistics of the New Orleans Charity 
Hospital. During the five-year period ending 
April 1, 1935, 2,295 persons were operated on 
for acute appendicitis in that institution, and 
131 of them died, as did 25 others without bene- 
fit of surgery. It is with those 156 fatalities 
that this present communication is concerned. 
The surgical group we shall discuss against the 
background, as it were, of the total number of 
surgical patients. The medical group or, more 
correctly, the non-surgical group—we are un- 
willing to lend ourselves even to the faint im- 
plication that there is a medical treatment of 
acute appendicitis— we shall discuss independ- 
ently, since the deaths themselves rather than 
the death rate are our chief consideration here. 


*Read before Orleans Parish Medical Society 
January 27, 1936. 

+From the Department of Surgery of the School 
of Medicine of Louisiana State University, and the 
Charity Hospital in New Orleans. 




















An analysis of the surgical figures from the 
standpoint of sex, age and race provides little 
that is new but much that is interesting. As 
usual, males furnish more than two-thirds of 
the cases (67.9 per cent), though the female 
mortality is slightly higher, (5.6 to 5.9 per 
cent). In childhood, for some reason, the male 
mortality is 2.5 points lower than the female, 
though after 40 years of age it is almost seven 
points higher, but these discrepancies 
should exist we cannot undertake to say. 


why 


Age is an enormously important factor in 
the mortality. The number of cases in chil- 
dren under 12 years of age is not quite a fifth 
of the total number, but the number of deaths 
in this age group is well over a quarter of the 
total number. In adults over 40 years of age 
the number of cases is less than a tenth of the 
total number, but the number of deaths is again 
well over a quarter of the total. In _ other 
words, the periods of life which furnish less 
than 25 per cent of the incidence of acute ap- 
pendicitis furnish well over 50 per cent of the 
mortality. To express it in still another way, 
the mortality in childhood is almost two and a 
half times as high and the mortality in late 
adult life is more than four times as high as is 
the mortality in the group of patients between 
those two extremes, a state of affairs which 
makes the 37 deaths in children and the 34 
deaths in late adult life assume a far more 
sinister significance than the 60 deaths in adults 
in the middle years. 


The racial factor is a particularly important 
consideration to surgeons of this community, 
who, whether they will or not, must carry on 
their own shoulders most of the medical bur- 
dens of the negro. The white admissions to 
Charity Hospital average about 5 per cent 
more than the negro admissions, but the white 
incidence of acute appendicitis is more than 
three times higher than the negro, though the 
mortality among negroes is more than 6 points 
higher than in the white race (9.7 to 4.6 per 
cent). The difference is still more marked in 
the extremes of life, when the negro, who fur- 
nishes less than a quarter of the incidence, fur- 
nishes well over a third of the mortality. A 
death is a death, regardless of race, but it is 
only fair to surgeons of this community, as we 
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analyze all 
Charity Hospital statistics from the point of 
view of race, for the negro is literally in a 


have repeatedly pointed out, to 


surgical class by himself. Undoubtedly he 
contributes to his own death rate by his pro- 
crastination in seeking medical attention and by 
his even more pernicious habit of self-medica- 
tion, but in this disease both of those tendencies 
are shared by his white brothers, and our own 
explanation of the marked in the 
death rates of the two races is that acute ap- 
pendicitis, like all acquired diseases, tends to 


disparity 


be of a graver character when it occurs in in- 
dividuals who once had a true racial immunity 
to it. 

The astonishing inequalities of age and race 
are not apparent when we pass on to other mat- 
ters. There is nothing surprising, for instance, 
in the fact that only three of these 131 cases 
were of the simple suppurative variety, or that 
in 79 cases peritonitis, most often of the dif- 
fuse or spreading variety, was the chief rea- 
son for the fatal outcome. The three patients 
in whom the disease was still confined to the 
appendix were all over 40 years of age and 
were all self-dosed with purgatives—that is 
why they died. 

There is nothing surprising in the fact that 
in 64 of these 131 deaths purgatives had been 
taken. There is nothing surprising in the fact 
that they had been repeated one or more times 
—one negro took 13—in 29 cases. It is sur- 
prising, however, surprising and humilitating, 
to find that in 10 fatal cases the purgatives. 
were taken on the advice of a physician, as 
they were in 13 other cases in which the pa- 
tients were lucky enough—there is no other 
word for it—to escape death. The death rate 
in the whole series for the 651 patients who 
took purgatives is 9.8 per cent, more than four 
points higher than the general death rate, and 
those figures carry their own lesson. 

Again there is nothing surprising in the fact 
that of these 131 patients who died 107 had 
been ill more than 24 hours and 83 had been 
ill more than 48 hours they sought 
medical aid. The time element in any disease 
can never be reduced accurately to statistics, 
but at that, mortality rates and duration of 
symptoms parallel each other so closely in 
acute appendicitis that their cause and effect 


before 
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relationship is very plain. 

The time element leads logically to a con- 
sideration of the so-called or the so-often-mis- 
called expectant treatment, which was practised 
deliberately in 12 of these fatal cases. That it 
was practised correctly in all of them is, of 
course, too much to say, and certainly it is not 
unfair to say that it was most unwise to use 
it in children and in adults advanced in years, 
since it is well known that in neither of these 
age groups is it effective or well tolerated. It 
must be said in all fairness, too, that perhaps 
some of the patients who were operated on im- 
mediately would have had a better chance of 
life had operation been delayed. We make no 
dogmatic. pronouncements on these points, 
recognizing, as we do, that expectant treatment 
is a matter of individual decisions rather than 
of sweeping generalizations. 


There is much to be said, furthermore, on 
both sides of the question. In the debate that 
raged in English medical circles a few years 
ago, precipitated by Sir James Berry’s ill-timed 
suggestion that delay be practised in all cases 
of acute appendicitis, the final decision was 
slightly in favor of conservative treatment for 
selected cases. There were many, however, 
who agreed with the distinguished surgeon, A. 
J. Walton, in his categoric statement that opera- 
tion is urgent in all cases, regardless of when 
the patient is first seen, since there is no such 
thing as a subsiding acute appendicitis. Certainly 
the expectant mode of treatment must be de- 
cided upon only after careful, almost prayerful 
study of the individual case, and even then with 
full realization, as Heyd says, that while some 
individuals by the grace of God may develop 
localized abscesses, others will not, and no man 
may say what the outcome will be in any given 
case. It must be emphasized, too, for the 
point has not been sufficiently stressed, that 
the all-important complication of appendicitis, 
as Dieulafoy first pointed out, is not peritonitis 
but rather the toxemia which accompanies it 
and against which expectant treatment is of no 
avail. 


In only 21 of these 131 fatal cases was simple 
appendectomy done, and one is tempted to 
speculate whether in this group something more 
should not have been done. At any rate, it is 





not surprising to find that 76 other patients 
were submitted to cecostomy or that the death 
rate for this procedure in the whole surgical 
group was 21.6 per cent. We have no doubt, 
as we have said in previous communications, 
that this operation is frequently employed when 
it is not necessary but we also have no doubt 
that it was very often a life-saving procedure, 
ard our criticism, as always, is not of the pro- 
cedure but of the pathologic state which made 
the procedure necessary. Two deaths occurred 
in patients who were treated only by colpotomy, 
and of the wisdom of that operation, which is 
correctly described by negro patients as a 
“blind” operation, we have very grave doubts. 


It was easy to determine of what most of 
these patients died. Most often it was peritoni- 
tis, sometimes associated with a frank ileus and 
practically always accompanied by an_ over- 
whelming toxemia, the deadly character of 
which we have already commented upon. Me- 
chanical obstruction accounted for another 
small group of deaths. Pulmonary, cardiac 
and cardiorenal complications played their part, 
particularly in the older patients, many of whom, 
perhaps, could have survived the acute disease 
except for their background of organic disease. 
Only one patient died of an ascending throm- 
bophlebitis and only three of subphrenic ab- 
cess, a singularly small proportion, exactly as 
in the comprehensive study of J. M. T. Fin- 
ney, Jr. There were three deaths from embol- 
ism, all proved by autopsy, two as the result 
of the anesthetic, and one each from mesenteric 
thrombosis, cerebral hemorrhage, and acute 
gastric dilatation. We believe we are correct 
in attributing one death, a few hours after 
operation, with extreme hyperpyrexia, to the 
su-called liver death syndrome. In six cases, 
in three of which recovery had been confi- 
dently expected, death occurred suddenly and 
without warning. Since autopsy was not per- 
mitted we are at a loss to explain them, for 
we are loathe to attribute them to the facile re- 
sort of embolism. 


Why these patients died is another matter. 
A large number of them, in some instances 
abetted by their physicians, took purgatives, 
and it is easy to explain why they lost their 
lives. Others, in the face of increasingly seri- 

















ous symptoms, delayed seeking medical aid, and 
jin this group, too, physicians were not always 


free from blame. But many times neither 
physicians nor patients seem culpable. When 
acute appendicitis begins with such symptoms 
as dysmenorrhea or headache or anorexia or 
malaise, when it develops along with an upper 
respiratory infection or measles or an attack 
of asthma or something equally unrelated to 
abdominal is difficult to foretell 
what the future holds. In one case there was 
every justification for the diagnosis of acute 
alcoholism, on the basis of which operation was 
delayed for more than 24 hours. In nine cases 
there was every reason for assuming that the 
dietary indiscretion which preceded the attack 
was responsible for it. 


disease, it 


There is much to be 
said in extenuation of the physician who re- 
sorts promptly to a purgative when he is called 
upon to treat a child who has just eaten thirty 
apricots, or a negro male who, when seized at 
midnight with pain and nausea, arises from his 
bed and eats two pork chops and a cocoanut 
pie, washed down by a bottle of beer. 


Finally, three of these fatal cases carry the 
warning that when conservative treatment has 
been instituted, or only incision and 
drainage has been done in the acute attack, 
the interval removal of the appendix must be 
done without loss of time. In these three cases 
previous incision and drainage had been done, 
in one case only three weeks before, and the 
recurrent attack proved fatal. 


when 


In 19 of the 25 cases in which no surgery 
was done the diagnosis was established or con- 
firmed at postmortem, and in the remaining 
six the clinical picture was clearcut. Peritoni- 
tis was a factor in them all. Eight of the 
patients had taken purgatives, two of them at 
the direction of a physician, and three others 
had had medical attention before admission, in 
one case for more than a week. That means, 
to put it bluntly, that five of these 25 patients 
perished because they were incorrectly and un- 
wisely treated by the physicians to whom they 
had confided themselves, a tragic commentary 
on the evil that is wrought by want of thought; 
in every one of those cases, to judge from the 


history, the diagngsis might have been at least 
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suspected, even if it could not have been made 
positively. 

In the hospital, too, the diagnosis was some- 
One patient admitted many 
months before for decompensated cardiac di- 
sease, another bedridden for years with pulmon- 


times missed. 


ary tuberculosis, died without any suspicion of 
their state until autopsy, because all the atten- 
tion was concentrated on their chronic diseases 
and it was forgotten that the mere existence of 
one pathologic state is no protection whatsoever 
against the development of another. In three 
other cases the diagnosis was missed in the 
hospital and discovered only at autopsy. One 
patient was considered to have nephritis and 
perhaps a temporary incarceration of the in- 
guinal hernia which actually had existed for 
many years, and another was being prepared 
for operation for a supposed malignancy of 
the cecum when she died. The third patient 
gave a perfect history of arachnoidism and 
presented all the physical signs of that condi- 
tion. He'had been treated by repeated purga- 
tives before admission, and he died five days 
after he entered the hospital, autopsy revealing 
an ascending pylephlebitis and a liver riddled 
with abscesses. The most astute of diagnosti- 
cians could scarcely have suspected the truth. 


Fourteen of these patients entered the hos- 
pital moribund, death occurring in from two to 
21 hours, and obviously nothing could have 
saved them. In five other cases, as we have 
just pointed out, the abdominal disease was 
overlooked because of the presence of organic 
disease, and treatment was instituted on a mis- 
taken diagnosis. In the remaining cases con- 
servative treatment was undertaken as an elec- 
tive matter. Whether these patients would 
have recovered had surgery been done, whether 
the decision to withhold it was wise or unwise, 
are questions that we cannot answer. We 
merely point out that in the six cases in which 
expectant treatment was undertaken deliberate- 
ly, it did not succeed. 


The profession’s responsibility for the mor- 
tality of acute appendicitis is quite clear. They 
can reduce the death rate only by keeping in 
their minds at all times the fact that appendici- 
tis is a typical disease in less than half of all 
cases, and may be initiated with any sort of 
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symptom complex and any 
extra-abdominal symptom. 


sort of bizarre, 
We are not, be 
it noted, suggesting operation on flimsy excuses 
in such cases. We are merely proposing that 
the physician, until he knows definitely what 
he is dealing with, refrain from treatment, 
particularly the administration of purgatives 
and narcotics. We are merely proposing that 
if he cannot make the diagnosis, he should call 
a surgeon to his aid without delay and share 
the responsibility with him. If the surgeon, 
after careful consideration, cannot eliminate 
appendicitis, then it is his clear duty to open 
the abdomen and give the patient the benefit 
of the doubt. Such a course, it is true, will 
result in a certain proportion of unnecessary 
emergencies, though we are not so sure that 
they should be called unnecessary. The fact 
that the intra-abdominal pathology does not 
correspond with the symptom complex is no re- 
flection upon the surgeon’s surgical judgment. 
If the appendix is not the source of the trouble, 
at least it will be eliminated as the source of 
further trouble. If it is less acutely inflamed 
than the surgeon had reason to suspect, at least 
he will have made certain that it will not go 
on to perforation and peritonitis—it must be 
remembered that in this disease no man can 
tell what a day, or even an hour, will bring 
forth. When the patient with acute appendicitis 
is first seen, Murphy pointed out many years 
ago, then is the day of salvation and then also 
is the acceptable time for removing the ap- 
pendix. 

So much for the responsibility of the phy- 
sician and the surgeon to the patients they are 
called to see. What of their responsibility to 
the patients they have not seen? That re- 
sponsibility is one that medical men are coming 
more and more to accept. 
to do something 


It is quite possible 
for these unseen patients, 
enormously important. The phy- 
sicians of Philadelphia have proved that. In 
1927 they began a campaign of public educa- 
tion in regard to appendicitis, and within five 
years they had reduced its mortality from 5.97 
to 3.44 per cent. Six factors, according to J. 
O. Bower, have played a part in that reduc- 
tion namely: a marked increase in the number 
of cases of appendicitis, earlier hospitalization, 
a diminished incidence of peritontis, particularly 


something 
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ef the spreading variety, its 


better surgical 
management, and, perhaps most important of 
all, the less frequent administration of purga- 


tives. Bower goes even further. He has no 
hesitancy in declaring, he says, that if a public- 
ity campaign of increasing intensity can be 
waged against the abuse of laxatives and delay 
in hospitalization, within the decade spreading 
peritonitis will be as rare in Philadelphia hos- 
pitals as typhoid fever now is. And in the 
absence of spreading peritonitis, it need scarce- 
ly be pointed out, the mortality of acute ap- 
pendicitis will be reduced to an irreducible 
minimum, 

The mortality of acute appendicitis in the 
New Orleans Charity Hospital may fairly be 
taken an an index of the situation in this com- 
munity for its population, particularly in these 
depression days, is a cross section of the com- 
munity life. But the mortality of acute ap- 
pendicitis in that institution is more than two 
points higher than the mortality reported from 
the Philadelphia hospitals. We see no reason 
why the death rate here should not be just as 
sharply reduced as it has been there, by exactly 
the same sort of campaign as was waged there. 
And so, as the conclusion of this paper and, 
appropriately, on the night when this Society 
is hearing the report of its endeavors for the 
past year, we would propose, as part of its 
work for the coming year, the institution of 
such a campaign in this community, to be prose- 
cuted by a vigorous committee, with the co- 
operation of our whole membership. We offer 
that as a serious proposal, and if it is adopted 
with the same seriousness, we have no doubt 
of its success. 
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THE VALUE OF X-RAY STUDIES IN 
DISEASES OF THE GASTRO- 
INTESTINAL TRACT* 


A. L. LEVIN, M. D.f 
and 
MORRIS SHUSHAN, M. Dj 
NEW ORLEANS 


The credit for the discovery of x-rays un- 
questionably belongs to Wilhelm Conrad 
Roentgen who in 1895 announced to the scien- 
tific world his discovery of x-rays. Two years 
later in 1897, a Harvard professor, Dr. Walter 
Cannon, had an idea that the then newly dis- 
covered x-rays offered the opportunity of see- 
ing inside the stomach. He experimented and 
found that an inert substance, bismuth powder, 
was opaque to x-rays, and when swallowed was 
harmless to the stomach and intestines. Today, 
we make use of a barium meal or barium enema 
to study the exact size, shape and position of 
the digestive tract. If any abnormalities are 
present, we can detect them easily fluoroscopi- 
cally and radiographically. 

Thus, it has been said that with x-rays to aid 
him, every physician is a “William Beaumont”, 
and every patient, an “Alexis St. Martin.” No 
wonder that in the short period of its existence, 
roentgenology has developed a very interesting 
history and a voluminous literature. Students 
of medicine should take a keener interest in 
the study of x-ray as a very valuable method to 
interpret disease. Medical schools should fur- 
nish greater facilities and allot more time to the 
under-graduates and post-graduates, combining 
the clinical side with the x-ray laboratory into 
a single unit of study. The benefit would be 
manifold; thus a closer relationship would de- 
velop between the clinician and the radiologist. 
The clinician will become a keener and more 
careful observer of facts, signs and symptoms 
in a given case and to be better able to correlate 
them intelligently with the x-ray findings. The 
roentgenologist, on the other hand, familiariz- 
ing himself beforehand with a clear history, will 
be able better to interpret shadows, lines, and 


*Read before Orleans Parish Medical Society, 
February 10, 1936. 


7From the Department of Medicine, Louisiana 
State University Medical Center. 
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objects. Again, the roentgenologist in some 
instances should not attempt to make a diagnosis 
without the aid of the clinician who knows the 
facts in a given case; neither should the clini- 
cian give a hasty and final opinion without the 
roentgenologist. This is the principal aim and 
object of our paper. 


To illustrate our contentions, we will present 
histories and x-ray findings of several most 
interesting cases. 

CASE REPORTS 


Case 1. Mrs. E. M., aged 47, was first studied 
in 1923. At that time she complained of soreness 
in epigastric region; fullness in left chest which 
was always worse at night; sometimes she would 
awaken with a sensation of a lump in the throat, 
but felt better in the upright position. Quite 
often she experienced dyspnea, choking sensations 
and the usual symptoms of indigestion. There had 
been no loss in weight and the examination was 
essentially negative. She was referred for roent- 
gen examination of the gastrointestinal tract and 
the examination was reported as having demon- 
strated ileocecal stasis and considerable spasticity 
of the colon. She improved considerably under 
symptomatic treatment and returned four years 
later with identical complaints to which were 
added a sensation of soreness in the epigastric 
region. Another roentgen ray revealed a segment- 
ed retrocecal appendix in addition to the previous 
findings. Gynecologic procedures and appendec- 
tomy were performed at this time. The patient 




















returned in January, 1936, complaining of pain in 
the left chest and upper abdomen, worse at night 
or when in the recumbent position, and dyspnea. 
She felt uncomfortable immediately after taking 
food and pain came on often while eating and she 
had to take soda and belch for relief. On several 
occasions, hypodermics were necessary to relieve 
pain. The roentgenologic study on this occasion, 
however, revealed an unusual unexpected patho- 
logic change to account for her symptomatology. 
All plates revealed a herniation of the fundus of 
the stomach through the left leaf of the diaphragm; 
this portion of the stomach definitely displacing 
the heart to the right. 

Case 2. A 45 year old male consulted us com- 
plaining of a sensation of obstruction to the pas- 
sage of food at the level of the xiphoid with asso- 
ciated regurgitation, the symptoms dating back 
only two months. Three weeks after the onset 
of his complaints he consulted a physician who 
had a roentgen ray study of the gastrointestinal 
tract made and told him there a diseased 
appendix. This organ together with a few ab- 
scessed teeth were removed but no improvement 
resulted. When first seen by us, eight weeks 
after the onset of symptoms, he was unable to 
swallow solid food and had lost 20 pounds in 
weight. A nasal tube was passed with some dif- 
ficulty and revealed normal gastric acidity with a 
negative occult blood test. Roentgenographic 
studies made at this time revealed a definite an- 
nular deformity involving the cardiac end of the 
esophagus and also involving the cardia itself. 
The further course of this patient left no doubt 
as to the diagnosis of malignancy involving the 
cardia. 


was 


Case 3. Mr. G. H. C., aged 45, presented himself 


for study, complaining of epigastric pain of sev- 
eral months’ duration, relieved at times by the in- 
gestion of food, with no assignable cause for the 
onset. 


The past history was uneventful, but the 
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patient was fond of highly 
time of meals was always irregular and he used 


seasoned food, the 
moderate amounts of alcohol. There had been no 
evidence of loss in weight and physical examina- 
tion was negative with the exception of local 
tenderness in the epigastrium below the xiphoid. 
Laboratory examinations revealed a normal blood 
picture with an achylia and strong occult blood 
reaction in the gastric contents on three occasions. 
Radiologically, there was no evidence of gallbladder 
pathology. There was a suspicious area at the 
cardiac end of stomach; the duodenal bulb filled 
irregularly and there was a constant filling defect 
along the lesser curvature of the stomach near 
the pylorus. These findings prompted an explora- 
tory laporotomy at which time careful examina- 
tion showed only a patulous, somewhat thickened 
sphincter with no visible puckering. These find- 
ings were not deemed sufficiently definite to 
justify incising the stomach so the gallbladder and 
appendix were removed. One month postoperative- 
ly a recurrence of pain was noted; this was con- 
tinuous and severe for six months. Another roent- 
gen ray study was made and involvement of the 
cardiac end of the stomach by a carcinomatous 
mass was revealed. Autopsy disclosed extensive 
carcinoma of the stomach. 

Case 4. A 27 year old girl consulted us in 
September, 1935, complaining of pain in the left 
lower axillary and hypochondriac regions which 
had been present for one year. These symptoms, 
she stated, had been distinctly aggravated by 
coughing or on deep breathing. She had lost 20 
pounds in weight and noted that anorexia and 
nausea grew progressively worse. The illness had 
been diagnosed as pleurisy and she had been 
foreed to spend one year in bed. Physical ex- 
amination revealed an emotionally unstable, chon- 
ically ill individual with evidence of generalized 
wasting. The tongue was quite red and beefy in 
appearance. An extremely large mass was felt in 
the left abdomen, whether retroperitoneal or en- 
larged spleen, could not be determined. The liver 
was enlarged a hand’s breadth below the costal 
margin. The urine showed a trace of albumin with 
moderate numbers of pus and red cells. The ery- 
throcyte count was 3,215,000; the leukocytes num- 
bered 18,000 and there were 87 per cent neutro- 
philes. A flat plate of the abdomen revealed a 
tremendously enlarged kidney filling the left 
abdomen; a great many renal calculi were visible. 
The spleen shadow was normal. Operation dis- 
closed a pyonephrosis and nephrolithiasis. 


Case 5. J. C., aged 49, presented himself in 
May, 1931, with epigastric pain which dated back 
fifteen years. The discomfort was aggravated be- 
fore meals and at night and was relieved by food 
and soda. Nausea, vomiting, and bloatedness 
were absent. There had been a recent weight 

















loss of ten pounds. 
tobacco smoker, but 
habits revealed nothing significant. 
roentgen examination eight months ago was neg- 


The patient was a heavy 
evaluation of the dietary 
A previous 


ative. Physical examination did not add significant 
data. The blood picture was normal; gastric 
analysis revealed on an empty stomach a free 
HCl of 55 with total acidity of 70; the Ewald test 
meal 50 free HCl and 65 total acidity. Both speci- 
mens were negative for occult blood. Roentgen 
ray studies at this time revealed very interesting 
data. The gallbladder was seen to be definitely 
outlined, absorption of dye was fair but not con- 
sidered normal; a large sized calculus was seen 
in the fundus; after the fat meal, there was 
partial emptying of the dye and the calculus was 
still visible. The barium meal revealed evidence 
of hypermotility of the stomach; the bulb was 
very irregular and extending from it was a large 
sized diverticulum; beyond that the duodenum 
was constricted and deformed, the remainder of 
duodenum being normal; the stone shadow was 
seen some distance removed from the cap. The 
six hour plate revealed no evidence of retention; 
at 36 hours a retention of barium was visible in 
the cecum and a segmented filled appendix ob- 
served. Our diagnoses were :({1) Chronic chole- 
lithiasis; (2) duodenal ulcer; (3) duodenal diverti- 
culum; (4) chronic appendiceal stasis with fixa- 
tion of cecum. At laparotomy, the existence of a 
pathological tetrology was confirmed, a diseased 
appendix and gallbladder were removed and a 
duodenal diverticulum demonstrated. The duo- 
denal ulcer was left for medical care. The patient 
has been completely relieved up to the present 
time. 

Case 6. This case was referred to us by an 
otolaryngologist. The patient was a physician of 
about 70 years of age. He gave a very interesting 
history. For over a year he has been annoyed by 
regurgitation of food immediately after eating and 
at times while eating. On many occasions he 
nearly choked during a spell of regurgitation of 
Xood. There was considerable loss of weight on 
acount of insufficient nourishment. Fluoroscopic 
and radiographic examinations verified our su- 
spicion and made the diagnosis easy. It revealed 
that the patient suffered from a Zenker’s diverticu- 
lum. 

SUMMARY 

A careful analysis of the above cases reveals 
the following interesting facts. 
is a diaphragmatic 


The first case 
of the 
acquired type, the cardiac end of the stomach 
protruding into the left chest. Her symptoms 
date back to the year 1923. It is not congenital 
because there is no evidence of discomfort early 
in life. It is not traumatic as there is no his- 


hernia, evidently 


Levin—The Value of X-Ray 


tory of trauma. Acquired diaphragmatic her- 
nias develop in a similar manner as inguinal 
hernias. They practically always occur at the 
esophageal openings (Bevan et al.), and 
through other weak points which may exist in 
the diaphragmatic Such cases 
Of 433 cases col- 
lected by Murray and Morgan, 181 were ac- 
quired. Woolsey in 27 years collected only 28 
acquired cases. Harrington reported 51 cases 
of all three varieties in a period of 20 years at 
the Mayo clinic. The case record of our patient 


muscle itself. 
are relatively uncommon. 


reveals that two gastrointestinal studies were 
previously made and the condition was not 
recognized. In the last study of the case a chest 
picture was made first and it gave us a clue 
to the trouble. We then easily correlated the 
symptomatology with our x-ray findings. A 
roentgenogram is our only resource in diagnos- 
ing such cases and its use has led to the dis- 
sovery of many unsuspected and symptomless 
cases. Fluoroscopic examinations may reveal 
the condition, but more satisfactory results are 
obtained after the ingestion of an opaque meal. 
Drugs will not relieve such a condition; only 
surgery can offer permanent relief. 


In the second case, if the radiologist had first 
consulted the clinician, a fluoroscopic examina- 
tion of the esophagus would have revealed the 
tragedy of an esophageal carcinoma. 

In case number three, the x-ray told the tale 
of a suspicious area at the cardia and a more 
diligent and careful study would have led us 
from the start to the tragic road of inoperable 
cancer. 

The excuse for including the fourth case in 
the gastrointestinal series is the fact that the 
patient complained of indigestion symptoms, 
pain, and loss in weight as a result of insuf- 
ficient nourishment. 


In the fifth case, the patient’s history of 
pain and indigestion dates back fifteen years and 
a careful x-ray study plus clinical findings re- 
vealed the real clue to his trouble though this 
pathologic tetrology is not common in one pa- 
tient. 

Zenker’s diverticulum is a pulsion form of 
a dilatation of the esophagus at its commence- 
ment, at its junction with the pharynx. It is 


very rare. The condition usually occurs in 
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men at advanced age. The protrusion is seen 
posteriorly through the lowest fibres of the 
inferior The 
If that is impracticable 


constrictor pharyngis muscle. 

treatment is surgical. 

the patient must be fed through a stomach tube. 
CONCLUSIONS 


The study of diseases of the gastrointestinal 
tract is not complete without x-ray examina- 
tion. aa 
A closer relationship between the roentgenolo- 
gist and the clinician is highly desirable. 

Re-examination by x-ray often clinches the 
proper diagnosis. 
medicine should receive a more 
the 


Students of 
thorough training in roentgenology of 


gastrointestinal tract. 


SHOULD THE GENERAL PRACTITION- 
ER SELECT THE SURGEON FOR 
HIS PATIENT ?* 

WILLIAM H. HAMLEY, M. D. 

LAKE PROVIDENCE 


Since the beginning of time it has been the 
inborn right of man to do what he wanted and 
suitable to his convenience. 


at the time most 


In this he has been protected, provided he 
stayed within the law (or laws) that governed 
his tribe or nation. This right we still have, 
and beyond a question of a doubt, it is exer- 
cised to its fullest. 

In presenting this paper for discussion I 
shall attempt, in a way small as it may be, to 
suggest that the general practitioner exercise 
his rights of suggestion and advice to his patients 
in making a proper selection of an able and 
conscientious surgeon when this duty con- 
fronts him. 

Well do we know, and hear so often, when 
we advise our patient to consult a surgeon for 
proper and further relief of his ailment: “To 
whom must I go Doctor?” So often we fail 
to advise, or to name, or more capable 


Why? 
error is due either to our inability, from lack 


one 
surgeons. I can only suggest that this 
of contact with the surgical centers, or to lack 
of cooperation. 





*Read before the Louisiana State Medical So- 
ciety, Lake Charles, April 27-29, 1936. 
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The larger communities and cities are, in 
most instances, well equipped with hospital 
facilities, and for the greater part we find a 
large number of graduates of medicine and 
surgery, some from reputable institutions and 
some from colleges of learning of a lesser de- 
gree, aspiring to be surgeons. Well do we 
know that there are a great number of our con- 
freres who practice. the art of surgery in a 
manner becoming the surgeon of repute, those 
whose end results bespeak their dexterity and 
ability; yet there are some of our confreres, 
some of them our friends, who either believe 
they can do proper surgery or make an attempt, 
in such a manner, to get by in the best way 
possible. 

I do not wish to make any suggestion of de- 
nial to the young man, or even the older one, the 
right of practice to make perfect, for those who 
are makirg an effort to learn I have the high- 
est regard. Yet, those of this group should 
travel in slow speed before they pose as sur- 
geons or until they are qualified. In the words 
of our able Section Chairman, “we have sur- 
geons and operators.” 


In the selection of a surgeon for our patient 
we should be guided by what we really know 
about the confrere, as to his ability and his 
general qualification and not rely on hearsay. 
So often we hear of the surgeon who removed 
a man’s heart, laid it on the man’s chest, sewed 
it up and put it back in its place and the pa- 
tient convalesced without interruption; we hear 
of this, that and the other man, in some distant 
or nearby city or town, who has done the most 
remarkable things, yet we only hear this, we 
know not of our own knowledge. True it is, 
there are some of us who are not able to dis- 
tinguish between the surgeon and the make-be- 
lieve. Let me say to you now that if there are 
any of this group in our midst they should not 
make any attempt to recommend to their pa- 
tients a consultant, they would be better off 
letting the patients make their own selection. 

I have tried, in my humble way, during many 
years of general practice, to note the results 
obtained by surgeons on patients submitted to 
their care; roting the general condition of the 
patient when he reports back to me, whether 
or not he has been relieved of his complaint, 





















and too, the cosmetic state of the surgical 
result 
that it 


results 


wound, and if the person shows the 
sought, remembering at the same time 
is not possible for the surgeon to obtain 
for the incurable. 

the consultant who 


spends more of his time selling himself to doc- 


I try to steer shy of 


tor friends than in perfecting his art, or at least 
putting in more time in the study of the human 
ills and methods for relief. It is not always 
the man who publishes or reads the greatest 
number of papers at society meetings, or the 
one whose picture adorns the newspapers, who 
should be selected. 

Of that little 


side-line advertising or self flattery makes one 


course I realize sometime a 


feel very proud of oneself. I do not mean to 
cause any impression to be formed among you 
that because a man writes or reads a large 
number of papers on scientific subjects, or al- 
lows, or encourages his picture in the news- 
paper that he is not a good surgeon; I merely 
leave this thought with you. I am yet of the 
opinion that the quiet and unassuming are the 
best group to seek when making a selection. 

So many times our patient is sent home to 
us in such a poor physical condition that we 
have to make the best of the matter. This is 
very difficult for the general practitioner to 
do, but if he is of the ethical type he will pro- 
tect the surgeon (or operator). 

The day of the stock appendix, gallbladder 
and the like has just about gone from us. How- 
ever there are still some operators who proudly 
exhibit to the family and patient the terrible 
that has been removed. The real 


organ sur- 


geon sends his specimen to the laboratory for 
pathologic study and diagnosis and is glad not 
to handle it again. 

Within the past year I have witnessed two 
sad instances. One patient was cared for by a 
man presumably, and I might say, of good sur- 
gical ability; the other cared for by the fellow 
who looks good on the surface, so to speak; 
both are quite gifted in the matter of visiting 
societies and reading papers, both are quite 
citen noted in newsprint. 

The first case referred to was operated by 
the “specialist”. He allowed the patient to re- 
turn home after a rather stormy, partial re- 
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A few days after her 


covery or convalescence. 
arrival home I was called to see her, she was 
very septic, was running a rather high tempera- 
ture and had other symptoms characteristic of 
her postoperative condition. [Palliative  treat- 
ment was used and the surgeon was consulted 
over the telephone, suggesting that she be re- 
turned to his care. He replied that she was a 
rather disagreeable patient and hard to handle, 
difficult to satisfy, but if I insisted he would 
receive her on her return. Several weeks have 
now elapsed and she is yet under his care, in 
a hospital. This is not a free or E R A pa- 
tient, the husband is well able to pay his bills. 
Would I be justified in referring further work 
to this man? I suggested a consultant to this 
patient but she wanted to choose for herself, 
this she has done much to her regret. 

The other case in question did not report to 
the surgeon whom I recommended, for reasons 
selected another. 


better known to himself he 


Consultation was advised and the surgeon 
called; he was treated as if he were not wanted 
and naturally excused himself (in this he may 
have acted wisely or unwisely). Additional sur- 
gery was attempted, as a last resort, but the 
poor fellow died. I will ever believe that this 
operator, not knowing what else to do, and 
having a good fee in sight, thought he may as 
well operate, as it may have been good advertis- 
ing had the patient survived. 

My experience as a hospital interne, and a 
member of the Army Medical Corps, as well 
as my years of general practice, have proved 
to me all the more, that I should in all cases 
select the surgeon for my patients, and insist 
on my advice being taken, even though I have 
failed in a few instances. 

So many times politics, fee splitting, person- 
al feelings and even religion play such a great 
part in selection that the general practitioner 
fails miserably in making a proper choice, then 
the sick man is at the mercy of the two phy- 
sicians. 

I beg of you, my fellow practitioners, to use 
every effort to acquaint yourselves with men 
(surgeons) of ability, set aside petty feelings 
and personal dislikes and you will have returned 
to you your patient in good condition and he 
will respect your opinion and ability all the 
more for it. 
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DISCUSSION 

Dr. W. P. D. Tilly (New Iberia): I am not 
getting up to reveal the secret sins of society. I 
known what an important subject this has been 
in the past as one who had the privilege of being 
connected with large hospital centers and who is 
especially proud to say that at one time of his 
life had forty per cent of the medical profession 
of New Orleans visit from time to time, patients 
in his own hospital center, and who was the pro- 
moter of Mercy Hospital. There we have had the 
privilege of learning the sins of others, of our own 
confreres, at the bedside and at the operating 
table. 

As we 
ago that 
surgery. 


all know, Dr. Matas said a few years 
it took five years, at least, to master 
Just because we had received our diplo- 
mas and were privileged by the state to practice 
surgery, it was essential that we be under a 
master. Many of our young men started at old 
Charity. The privilege of these young men was 
to hold possibly a retracter from time to time for 
some master, to watch and see. They were the 
first assistants. They were especially privileged, 
these young men. Occasionally, as time passed, 
they were given the privilege of operating them- 
selves, under a guiding eye. Privately, that was a 
state institution, with well regulated laws and 
care. They stayed one year or two years. Then 
they went into the rural districts or towns, with 
no provision for surgery. These young men had 
to do the best that could be done. . 

Some years ago, I asked that great man at 
Charity, Dr. Bachelor, “How do you force a patient 
to come to the operating table?” 

What did he answer? “If I remember well, you 
were a country doctor in your youth, and you said 
you sent many a man, woman and child to the 
Charity Hospital. So today I will let you tell the 
story yourself.” 

It is not so very easy to force patients to any 
other doctor. They have their special privilege. 
Even if they have a family physician, the con- 
fidence they place in that man’s knowledge at the 
bedside is unusual. You could not make them 
change. 

My first abdominal operation was performed 
right here on the outskirts of this town, in the 
woods, with my stethoscope tube for drainage. I 
begged the family to consent to send this patient 
to the hospital. I said that because I was not 
qualified then to operate. I was really a student 
of medicine. This patient lived. Today I can go 
back there and think kindly that I saved this 
human life. 


The young men in the hospital centers have the 
privilege of being family physicians first, or so- 
ciety physicians around our great centers, like 
New Orleans. These young men have the occa- 
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sional privilege of having the family place con- 
fidence in them, that they are qualified to operate, 
because they were interns in some great center of 
medicine. 

What to do with this young man who had one 
year as an intern? He comes to the private hos- 
pital, “May I admit this patient to the hospital?” 
You have to do something for him. If you feel he 
is not qualified, the hospital should have a special 
committee of surgeons, to help this young man 
so that he can go along with his knowledge of 
surgery and become a future surgeon. If we do 
not do that, we are not able to carry that young 
man to the point where he will ever become a 
surgeon. We are obliged at all times to help this 
young man. To force the patient on somebody's 
responsibility is something a private family phy- 
sicians cannot always do. You can recommend, 
but they very seldom accept. At least ninety-five 
per cent of the patients are admitted to the hos- 
pital center by the surgeon himself. If you had 
studied the history of patients carefully, you would 
find they had been advised by half a dozen in the 
family before they finally selected their own per- 
sonal surgeon. 

Dr. M. H. Foster (Alexandria): May I add a 
remark and leave one thought in regard to the 
paper which the gentleman has just read in refer- 
ence to the cystoscopic investigation of the kidney 
case? 

In the first year of my location in my specialty, 
a general practitioner brought in a patient with 
the diagnosis and recommendation for operation 
already fixed up. The determination had previous- 
ly been arrived at that a nephropexy was to be 
done, and I was engaged and persuaded to do the 
nephropexy without carrying out the cystoscopic 
and urologic investigation, which should have been 
done. The family refused to have the investiga- 
tion done, which I insisted upon. It was my first 
year in my specialty. I was persuaded to do a 
nephropexy. 

Subsequently, without symptoms, the patient 
found there was a large stone in that kidney, and 
I have the chagrin of watching that patient on the 
streets to this day. The doctor is dead and gone, 
but I will never do that again. 





HEADACHE AS A SYMPTOM OF GROSS 
INTRACRANIAL LESIONS* 
D. H. DUNCAN, M. D. 
SHREVEPORT, La. 
The physiological explanation for head pain 
is not yet definitely known.' However, in- 
tracranial surgery under local anesthesia has 





*Read before the Louisiana State Medical So- 
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demonstrated that the cerebral substance itself 
is insensitive to painful stimulae while the dura, 
especially along the paths of the blood vessels, 
is very sensitive. The sensory supply is large- 
ly through branches of the fifth nerve, though 
the dura of the posterior fossa also receives af- 
ferent fibres from the vagus and from first and 
second cervical roots. Whether or not the 
sympathetic plays a part in the transmission of 
pain sensibility from the head is a matter of 
argument. Neilson? thinks that the sympathe- 
tic acts directly in transmission of pain sensi- 
bility, while Davis and Pollock* think that ef- 
ferent sympathetic stimulation results in stimu- 
lation of the ordinary sensory pathways in the 
crarial nerves. In the so-called reflex head- 
ache, stimulae in the viscera in the distribution 
of the glosso-pharyngeal and vagus nerves result 
in pain in the area of distribution of the tri- 
geminal. Headaches of toxic origin are prob- 
ably produced by intracranial circulatory 
changes. Intracranial disease apparently pro- 
duces head pain through change in intracranial 
pressure, and as a result of increased bulk and 
disturbance of the circulation of the cerebral 
spinal fluid, or by direct irritation of the sen- 
sory supply of the dura. 


A discussion of all the intracranial diseases, 
of which headache is a symptom, is obviously 
impossible. Migrainous syndromes and psycho- 
genic headaches as well as many of the organic 
diseases accompanied by headache cannot be 
considered, but a few of the organic condi- 
tions in which headache is a fairly constant 
symptom, and indirectly at least of great diag- 
nostic importance, will be discussed. 


Headache is probably the most constant 
symptom of brain tumor. It usually occurs 
early in the disease but may be very late, or be 
so mild that it receives little attention. At 
first the headache is usually intermittent and 
mild, occurring in the morning or during the 
night. Later it becomes more constant and of 
greater severity. Sneezing, coughing, strain- 
ing, and other factors that increase the intra- 
cranial pressure aggravate the pain. Likewise 
it is relieved by lowering intracranial pressure 
though responding poorly to the usual anal- 
gesics. The pain has most often been described 
as “bursting” in type® although there is really 
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nothing definitely characteristic of the -pain 
itself.6 Brain tumor produces headache by 


increasing intracranial pressure with resulting 
stretching of the dura, by direct increase in 
intracranial bulk and by invasion of or pres- 
sure on the dura and its processes, and occasion- 
ally by direct irritation of the fifth nerve.’ In- 
creased intracranial pressure in most cases re- 
sults from obstruction in the ventricular sys- 
tem or direct increase in intracranial substance 
bulk, but theoretically at least the hypertension 
may be the result of the obstruction of the vein 
of Galen and in the absorbing mechanism®. It 
is possible for tumor to exist for a long time 
without the production of head pain, provided 
the growth is slow and the location such as not 
to result in increased tension. It is probable 
that the ready expansion of the skull along 
suture lines accounts for the minimal headache 
recorded in some cases of brain tumor in chil- 
dren.® 


The situation of the pain is usually of no 
localizing value. However, there are occasion- 
ally tender areas over a tumor and constant 
suboccipital pain accompanied by muscle spasm 
may be of localizing value in posterior fossa 
lesions. The location of pain may be constant 
or vary from time to time, or be generalized 
throughout its duration. It seems that most 
tumor headaches are probably frontal.!° 

The headache of brain tumor is accompanied 
sooner or later by other general signs of in- 
creased tension and by focal signs and symp- 
toms. Space does not permit a discussion of 
these, although the diagnosis of brain tumor 
depends on a neurological search for these find- 
ings. The headache is of value only in indicat- 
ing the need for further study, and has no 
characteristic which is in itself diagnostic. 


In intracranial abscess the production of 
head pain seems to differ in the chronic and 
acute lesions. In chronic abscess the type of 
head pain is similar in many ways to that pro- 
duced by tumor, that is, it is an increased intra- 
cranial pressure headache. This is as might 
be expected, as chronic abscess is clinically dif- 
ferentiated from tumor with greatest difficulty 
or not at all until operation reveals the nature 
of the lesion. In acute abscess the pain is 
usually persistent and very severe. In neither 
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lesion is the headache diagnostic or necessarily 
even suggestive of the type of lesion, for it 
differs in no respect from head pain produced 
by other intracranial lesions. As in the case 
of tumor it indicates only that there exists a 
pathological intracranial physiology which re- 
quires further study for demonstration of the 
neurological signs and symptoms. 

The head pain which accompanies an intra- 
cranial vascular insult is produced in a manner 
quite similar to that of other intracranial lesions 
intra- 
cranial pressure or meningeal irritation or both. 


that is, there occurs a disturbance of 
In embolism marked 
edema of the infarcted area with resulting in- 
crease in bulk. 


and thrombosis there is 


In hemorrhage there is increase 
in intracranial bulk plus direct meningeal irri- 
tation in those cases of bleeding in which the 
free blood reaches the meninges. This last con- 
dition is well illustrated in spontaneous sub- 
arachnoid hemorrhage!! in which the sudden 
onset of excruciating head pain, later followed 
by rigid neck and bloody fluid, is the outstand- 
ing finding. The head pain of acute intra- 
cranial vascular lesion is accompanied by the 
These 
signs, rather than any characteristic of the pain, 
are useful in differential diagnosis. 


usual signs of central vascular disease. 


Meningeal irritation produces extremely 
severe head pain because of the direct stimula- 
tion of the principal intracranial sensory sup- 
ply. The irritation may be produced by any 
of the usual forms of meningitis, acute, chronic, 
specific or non-specific, or by non-infectious 
irritants, such as air, free blood, or trauma. 
These headaches are accompanied by the usual 
signs of meningeal irritation, that is, rigidity 
of the neck, or Kernig’s sign, plus the findings 
directly associated with the individual irritat- 
ing agent. In chronic headaches occurring as 
a sequela of these conditions, injection of air 
is frequently of great help in diagnosis and of 
therapeutic value. 


The so-called spinal puncture headache is 
probably caused by an acute temporary distur- 
bance of intracranial pressure ratios. Masser- 
man has found that shock and edema play more 
part than displacement of cranial contents, and 
that the severity of the headache is directly re- 
lated to the resulting physiopathologic change 
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in the tissue. Rapid removal of 10 c.c. of fluid 
caused vasodilation which did not immediately 
subside after replacement of fluid, while rapid 
removal of 35 c.c. or more caused constriction 
of the ventriculo-subarachnoid spaces as a re- 
sult of vascular engorgement and edema in the 
brain. This latter finding was 
by pleocytosis in the fluid and by 
of meningeal irritation.!* 


accompanied 
clinical signs 


SUMMARY 


Headache, while a frequent symptom of 


intracranial disease, is seldom sufficiently 
differential 
It is usually symptomatic only of a 


disturbance of intracranial pressure or of direct 


characteristic to be of aid in 
diagnosis. 


irritation of the sensory supply of the dura, 
and is of value only in indicating the necessity 
for neurological study to identify the intra- 
cranial lesion prodtcing it. 
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DISCUSSION 


Dr. C. S. Holbrook (New Orleans): I agree 
with Dr. Duncan that headaches are symptoms 
frequently found in organic lesions of the brain, 
but unfortunately they are more frequently found 
in lesions that are not organic. The diagnosis of 
tumor of the brain is often made on the history 
which generally carried with it a description of 
considerable headache, increased intracranial pres- 
sure, and other symptoms. Headache due to 
tumor is usually associated with neurologic signs. 











especially the choking of the discs or papillary 


edema. Seldom is headache explained on a tumor 
basis without something else than headache. 
Choking of the discs is a very important finding, 
especially when associated with other neurologic 
disturbances. 

The most difficult headaches that I see, from 
the differential point of view, are migraine and 
functional headaches, those due to some disturb- 
ance in the emotional life of the patient and his 
inability to adjust himself to _ life-situations. 
Migraine does almost anything in the way of 
simulating intracranial lesions. I recently saw a 
patient who was blind for three days as a result 
of migraine; brain tumor had been suspected, but 
it was a typical case of migraine. The symptoms 
of migraine are so marked at times that the head- 
ache is almost continuous; patients suffer con- 
stantly for weeks at a time, and they present 
symptoms which simulate either extensive in- 
tracranial lesion, like a tumor, or some other 
organic lesions. Today, with the roentgen ray 
and the assistance obtained by ear, nose, and 
throat specialists, sinus headache can usually be 
confirmed or ruled out. In thinking of headaches, 
I have the disagreeable feeling that I seldom can 
be quite sure whether I am dealing with migraine 
or whether I am dealing with a serious organic 
lesion. Before arriving at the conclusion that the 
headache is caused by a gross intracranial lesion 
we must be able to demonstrate some other 
evidence of such a lesion. 

Dr. Roy Carl Young (Covington): I have en- 
joyed this paper very much. It brings out the 
very important fact that headache is a symptom. 
In a case with the symptom of headache, one must 
determine at once if it is due to an intracranial 
lesion or a lesion outside the cranium. It then 
becomes a problem to decide as to the cause of 
the intracranial symptom, and we must use in this 
diagnosis every diagnostic procedure we possibly 
can: roentgen ray, frequently injections of air or 
encephalograms, as Dr. Duncan has mentioned, 
manometer readings of the spinal fluid pressure 
and a complete analysis of spinal fluid, besides 
everything pertaining to the blood chemistry and 
other diagnostic procedures. 

I was especially glad to hear Dr. Duncan com- 
ment upon the mehanism of these headaches. 

In regard to spinal puncture headaches, or post 
spinal puncture headaches, it has been my ex- 
perience during the last year or two, that where 
we were unable to relieve the patients very much 
with pituitrin and codein, that very often big 
doses of magnesium sulphate given the morning 
after a spinal puncture will effect great relief. 
This brings out the point in the mechanism of 
post puncture headaches that there is a certain 
amount of brain edema. 
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I think Dr. Duncan’s paper is very interesting 
and it is certainly very scientific. 

Dr. H. R. Unsworth (New Orleans): My ex- 
perience with headache, which has been from the 
standpoint of neuropsychiatry, has been very dis- 
tinct from the clinical standpoint. 

First, it had appeared to me that lesions of 
spinal origin give more of a characteristic head- 
ache than any other central lesion of which I 
know. 

Second, that cerebrospinal syphilis is very often 
accompanied with these severe headaches. It is 
well to remember this in neurologic work, when 
the blood Wassermann is negative as it often is 
in cerebrospinal syphilis. 

Third, a lot of people of nervous make-up, that 
the question of arterial hypertension has to be 
considered. 

I am afraid that most specialists trying to ex- 
plain symptoms consider that patient only from 
the standpoint of a particular field, and very often 
overlook the explanation of that symptom in some 
other part of the anatomy, so that a nervous, 
highstrung individual may make you suspicious of 
intracranial pathology, yet if you take the blood 
pressure that individual will have hypertension. 

In regard to the therapy of headache, I have 
often obtained satisfactory results from spinal 
drainage in headaches that cannot be explained 
in any other way. Headache not only accom- 
panies hyper—but hypotension. Therefore, as Dr. 
Duncan says, no reliance can be placed on the 
symptom of headache. 

Dr. Thomas C. Moody (Lake Charles): I am 
very interested in this paper because I have a 
patient who complains with the type of trouble 
Dr. Duncan describes. I see Dr. paper 
is confined especially to cases which have intra- 
cranial lesion and so far as headache in general is 
concerned, he does not discuss that. 


Duncan’s 


This patient I have suffers intense pain with- 
out any symptoms except pain. Blood pressure is 
normal, eyegrounds normal, pupillary response 
normal. Roentgen rays have shown nothing. 
Blood Wassermann and spinal, both negative, yet 
that man suffers the most intense pain I have 
ever known a man to suffer. He had no temper- 
ature until Friday night when he began having 
temperature to 104°. Now, I want to find out 
something to do for this man, if possible. 

I first decided after all these things were neg- 
ative, it must be luetic and put the man on potash. 
I increased to 60 grains and he got relief in four 
days. Now I am giving him 100 grains and I do 
not know yet whether that is going to relieve him. 
I recall one patient who had syphilis who took 
480 grains to keep him relieved. I do not believe 
there is any other case recorded where a man 
took that much. He took it for two years. 
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Now, this case I have I don’t know what else to 
do, as all of those things have been done and 
nothing relieved him. I instructed him to take a 
grain of morphine. It takes that much to keep 
him at all quiet. I would like Dr. Duncan to see 
this case. 


Dr. Roland Young (Covington): In regard to 
headaches in general, there is one particular type 
that is most common, I think, and is sometimes a 
source of a great deal of trouble to the general 
practitioner, and that is the headache of hysteria. 

Hysteria is a protean disease of the nervous 
system, functional in character, and what might 
be termed a mocker of all other diseases. In 
hysteria generally you do not see the vasomotor 
disturbances that you do in some of these func- 
tional headaches, but yet there is a marked emo- 
tional reaction. When vasomotor disturbances are 
evident and more or less persistant and headache 
is noted frequently gynergen will give relief. 

In hysteria I advise the general practitioner to 
see the patient during a couple or more attacks 
before any definite conclusion is reached and if 
he will notice carefully, he will see that the 
patient is not suffering from headache in the true 
sense of the word but that the headache is of 
psychogenic origin. 

In regard to these intractable headaches which 
Doctor Moody referred to I advise complete neu- 
rologic examination and, if necessary, encephalo- 
graphy. 

One other word and that is the type Doctor 
Unsworth referred to, in regard to lues. I think 
we more often find these headaches in the vasculo- 
meningeal type of cerebral syphilis. 

Dr. Homer Dupuy (New Orleans): Dr. Duncan 
has mentioned as a cause of these headaches 
tumors and abscesses. I limit my remarks en- 
tirely to cerebral abscesses. 


It has been my good fortune to see more cases 
of cerebral abscesses on the left side than on the 
right. Luckily for the patient, luckily for the 
doctor! Why? Because if the patient is right- 
handed, with cerebral abscess on the left side, 
whether it be caused by an abscess of the middle 
ear, mastoid, or what not, we can often localize 
the seat of trouble for the neurologic signs. What 
are they? In right-handed persons, with speech 
center on the left side, the first sign I noted was 
this: the loss of word-memory. The patient is 
perfectly conscious, temperature about 99, pulse 
normally slow, 4@ to 50. Out of six cases four 
gave me this sign. Show the patient a watch or 
a rose, and ask him to name it. He smiles, “I 
know the name, but can’t call it.” That is inval- 
uable proof that your trouble is in the left tem- 
perosphenoid lobe. 


I believe it would be a great thing if every 
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case of brain abscess was on the left side, and 
every patient with brain abscess was right-handed, 
because these signs of loss of word-memory can 
help you in finding the abscess and curing the 
patient. 

Dr. Dean H. Duncan (Shreveport): I am ex- 
tremely grateful for the discussion this paper has 
received. It seems to have struck a note of in- 
terest. 


Although I had not intended discussion of head- 
ache other than that associated with organic 
intracranial disease, I am glad that some mention 
was made of other types of head pain. In evalua- 
tion of the so-called functional and organic cases, 
I think that one’s viewpoint very frequently de- 
pends on how long one is permitted to observe 
these cases and in how many instanes one is able 
to follow them through operation or autopsy. 


At present nothing definite can be said con- 
cerning etiology of the migraneous headache. Ap- 
parently a variety of factors are involved and each 
case merits the same intensive study given other 
types of head pain. 


In the psychogenic headache, physical and la- 
boratory findings are absent and psychological 
factors definitely present. It is well to beware of 
classing a case as psychogenic merely because 
physical findings are apparently negative unless 
definite psychological factors can be shown to be 
present. 

I appreciate very much the discussion which this 
paper has received. 
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As statistical studies are rather boresome to 
the average doctor we are inclined to present 
this preliminary report almost in a half-apolo- 
getic manner. However, when such statistics 
will yield some very pertinent facts, both for 
the betterment in the management of fairly 
large maternity service, and in actual human re- 
results, and that, if the keeping of such detailed 
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records and the tabulation of the same can pro- 


duce such results, we feel that such is justified. 

The present system of and their 
introduced on the 
Touro Infirmary Maternity Service on Febru- 
ary 1, 1935. They comprise in almost absolute 
detail the private cases and the public ward 
cases delivered in the institution, and the dis- 


records 


method of tabulation were 


pensary cases delivered in the homes. They 
also comprise, in less detail, the cases delivered 
on the Hutchinson service of Tulane, and the 
Child Welfare Association cases, in so far as 
there affect our percentages on the public ward 
at Touro. (All abnormal cases of Hutchinson 
and white Child Welfare Association are hos- 
pitalized at Touro.) 

During the eleven month period under con- 
sideration, a total of 752 cases were delivered 
in the institution, of which 259 were public and 
493 were private. Now to get a true picture of 
the inciderce of abnormalities and morbidity, 
it is necessary to consider the total number of 
cases delivered by the three agencies from which 
the public These 
So as to make the 


ward cases are derived. 
amount to 1014 white cases. 
figures of the private cases comparable, we 
questioned the men bringing such cases to Touro 
and find that they do practically no home ob- 
stetrics at all, and such figures are thus reli- 
able. (Fully 90 per cent fall in this category.) 

The only colored cases considered in this re- 
port are those handled by the Home Delivery 
Service of Touro, and are not included in the 
above totals. 

In the institution, a total of 424 primiparae 
were delivered, 256 of which were private and 
236 were public ward cases. The multiparae 
totaled 337, of which 236 were private and 91 
public ward cases. Thus it can be seen that as 
regards primiparae, there were approximately 
1.5 as many private cases as there were public 
cases, whereas in respect to the multiparae there 
were approximately 2.5 as many private as there 
were public. Likewise, it can also be shown 
that the private cases were nearly equally di- 
vided, whereas the primiparae were almost 
twice as numerous on the public service. These 
figures are presented to show something of the 
comparative make-up of the two services. 

CESAREAN SECTIONS 
During the period under consideration, there 
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sections done in 
Touro, of which 38 were private and 16 were 
public ward cases. 


were a total of 52 cesarean 


This gives an incidence of 
7.7 per cent and 6.1 per cent respectively. Now 
since the private cases represent about 90 per 
cent of all private obstetrics done by the men 
who bring cases to Touro, it can be seen that 
an approximately corrected incidence would be 
about 6.5 per cent. If the total cases of the 
three free agencies be considered, 
seen that the correct incidence for the public 
ward cesareans will be 1.59 per cent, or rough- 
ly 16 per 1000 cases. 


it will be 


It may be of great interest here to state, that 
of 314 colored cases delivered by the Touro 
outside maternity service, only 5 were cesarean 
sections, or 1.5 per cent. This low figure, we 
believe, is demonstrative of two very great 
facts; first, that the so-called flat rachitic pelvis, 
per se, does not exist to any great extent in 
our true Southern negress, and secondly, that 
a great many more women would deliver per 


vagina if only given a chance. 


Of the public ward cesareans, six were 
primiparae and ten were multiparae. 
PUBLAC WARD SERVICE 
Cesarean Sections 
Remarks—Indications 
Gravida 
VI: Second section; rigidity of cervix 
I : L. O. T.; funnel pelvis; rheumatic heart 
disease. 
I: Flat pelvis; test of labor 
s: Pre-eclampsia; 40 year old primipara 
II: Pre-eclampsia; second section (lst for 
disproportion ) 


IV: Gen’l. contracted pelvis; 
(sterilization ) 

III: Gen'l. contracted pelvis (sterilization) 

II: Breech; funnel peivis; pre-eclampsia 

III: Complete placenta previa 


pre-eclampsia 


I: Funnel pelvis; pre-eclampsia 

Il: Fibroid uterus; transverse presentation 
I: Funnel pelvis 

II: Gen’l. contracted pelvis (sterilization) 

I: Gen’l. contracted pelvis 

II: Second section 

II: Funnel pelvis 

R. O. P.; funnel pelvis; mitral stenosis 
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1: Gen'l. contracted pelvis; hyperemesis 
gravidarum 

III: Breech; gen’l. contracted pelvis 

a3 Postmaturity; 31 year old primipara 

II: Telangiectasis 

¢ Congenital defect of aortic valve; rigid 
cervix 

a: Marginal placenta previa 

a 3reech; funnel pelvis; pre-eclampsia 

II: No indication given 

III: Rigid cervix; transverse presentation ; 
bag induction failed; vag. sect. 

I Flat pelvis 

I Flat pelvis 

I R. O. P.; high forceps (failed) 

V: Flat pelvis (sterilization ) 

I Gen’'l. contracted pelvis 

III: No indication given; sterilization 


PRIVATE WARD 
Cesarean Sections 
Remarks—Indications 
Gravida 
III: Gen’l. contracted pelvis 
II: Lateral placenta previa; transverse pre- 
sentation 
II: Prolonged labor; R. O. P.; fibroid uterus 
a Flat pelvis 


|. Pre-eclampsia 

Il: Toxemia of pregnancy 

Ill: Gen’l. contracted pelvis (sterilization ) 
| L. O. P.; gen’l. contracted pelvis 

|b Uterine inertia; R. O. P. 

III: No indication given 

I: Marginal placenta previa 

VIII: Pre-eclampsia (sterilization ) 

Il: Rigid cervix 

I: Sreech: flat pelvis 

) Gen'l. contracted pelvis; pre-eclampsia 
Il: Flat pelvis 

I: R. O. P.; gen’l. contracted pelvis; tox- 


emia of pregnancy 
II: No indication 

Eleven cases were done for contractions of 
the pelvis, real or relative, or approximately 70 
per cent. One was for complete placenta pre- 
via. (See Table). 

Of the private cesarean sections, 18 were 
primiparae, or approximately 50 per cent. Thir- 
teen were for contractions, real or relative, or 
34.2 per cent, thus it can be seen that contracted 
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pelvis as an indication for cesarean section is 
the factor that we see twice as frequently in the 
public ward service. 
MORBIDITY 

Wherever the question of morbidity is con- 
sidered, one is confronted with various classifi- 
cations and criteria. True, temperature read- 
ings alone should not be the basis for judging 
morbidity in obstetrical cases as various birth 
i: juries (which may run a febrile course) are 
eleva- 
tions of temperature may be due to other than 


surely morbid complications. Likewise 


true obstetrical causes. However, for this re- 
we have considered all cases as morbid 
for two 


port, 
which run a temperature of 100.4° 
consecutive days, other than the first day post- 
partal. 

The morbid cases on the private service num- 
bered 83, or an incidence of 16.8 per cent. On 
the public ward service, there were 75, or an 
incidence of 29 per cent. On first glance, the 
incidence of morbidity on the public service 
would seem to be unduly high, but here one 
must stop to consider that as the result of the 
hospitalization of the abnormal cases from three 
sources the operative incidence and interference 
is much higher in this series than in the private 
The incidence of operative deliveries 
on the private service is 44 per cent, whereas 
on the public ward it is 64 per cent. (In this 
report the so-called prophylactic low forceps 
and episiotomy are considered as opérative 


series. 


cases.) This latter figure is again explained 
by the fact that the service receives the abnor- 
mal from the three aforementioned 
Furthermore, we believe that the in- 
crease in the morbidity on the public ward ser- 
vice can be explained by the fact that the stra- 
tum from which the patients are derived is 


cases 
sources. 


lower, and also that it is a teaching service for 
internes. 


TOXEMIAS 
In the classification of the toxemias, we have 
grouped our cases into five general headings, 
toxemias of pregnancy, pre-eclampsia, 
eclampsia, nephritis and hyperemesis gravida- 
rum. 


viz., 


The term “toxemia of pregnancy” as used 
here is synonymous with the term “low reserve 


kidney” as used by some authors. Any case 














showing a blood pressure up to 140 systolic or 
90 diastolic, without any signs or symptoms of 


pre-eclampsia, is included in the aforementioned 
Blood pressure readings over this are 
Pre- 


group. 
classified as pre-eclampsia or nephritis. 
eclampsia is diagnosed from such symptoms as 
dizziness, headache, nausea and vomiting or 
epigastric pains; a text book laboratory finding 
Such 
signs as edema or decreased urinary output are 


is an increased uric acid in the blood. 


also pertinent. 

The diagrosis of nephritis is made upon the 
history, the rise in blood pressure early in preg- 
nancy, and the urinalysis and blood chemistry. 
It is true that errors in classification will arise 
particularly with the private cases because: 

1. The physician does not, in most cases, 
supply a pregnancy record. 

2. That in the milder cases of prenatal hy- 
pertension, laboratory work and special exami- 
nations are not done, due to the cost to the 
patient. 

Nevertheless we do not believe that we have 
omitted any abnormal case in this group. 

Out of a total of 493 private cases, 74 (15 
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per cent) were “toxemias of pregnancy”; 62 
(12.5 per cent) were “pre-eclamptics”, and 2 
(0.4 per cent) were “nephritics”. One case of 
eclampsia (0.2 per cent) were recorded. 

This group of prenatal hypertensives included 
all Touro public and Child Welfare cases, a 
total of 847 cases. Of this group, 125 (14.7 
per cent) were “toxemias of pregnancy”, 96 (11 
per cent) were “pre-eclamptics” and 15 (1.7 
per cent) were “nephritics.” 

From this we see that the incidence of “tox- 
emias” and “pre-eclampsia” is about the same 
in the private cases as it is in the public cases; 
the higher incidence of nephritis as seen in the 
public group is due most probably to the greater 
(58 per cent) as 
compared to the pzivate cases (47 per cent), 
and also because more laboratory tests and spe- 


percentage of multiparae, 


cial work can be done on the public cases. In 
the latter group no eclampsia was seen. This 
is due in all probability to two things; first, we 
have at Touro, one clinic day a week set aside 
for only toxic cases. Through this we are able 
to follow our toxic patient more closely and 
prevent any extreme degree of toxemia from 
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OPERATION CODE 


O-NORMAL SPONT. DEL. 
- Episiotomy 

1. Low Forceps 

2. Mid. Forceps 

3. High Forceps 

4. Breech extr. 

5. Vers. & Br. Ext. 
6. CAESARIAN SEC, 
a.Classical 

b.Low Cervical 


c.Vaginal 
d.Porro 


e.Latzko 

f Portes 

6x-Caes. Sec.& Ster 
7. Medical Induct. 
8. Rupture of membd, 
9. Bag Induction 

0. Catheter " 

Man. Dil.Cervix 
. Duhrssens Incs. 
- Ext. Version 

- Braxton-HicksVer. 
5. Man.Rem.Placenta 
6. Packing uterus 
7. Craniotomy 
Embryotomy . 





under ‘Operation Code” is added by us for simplicity in 
carding the more common obstetrical operations. 
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developing. Second, our policy in handling 
prenatal hypertension, particularly pre-eclamp- 
sia, is treat it conservatively, hospitalize if ne- 
cessary, and if no improvement follows, to in- 
duce labor provided the patient is beyond the 
period of viability. Of course we try to carry 
the patient to as near term as possible, but by 
delivering the patient whose toxemia grows 
steadily worse, or does not regress under treat- 
ment, we believe we see less accidents of preg- 
nancy and more healthy mothers and babies. 


The methods we employ in inducing labor 
are first medical, which in the majority of cases 
do not work, due to the premature state of the 
pregnancy. Our results with castor oil and 
rupture of the membranes have been very satis- 
factory and it is our method of choice when 
conditions exist which are favorable for this 
procedure. 

CONCLUSIONS 


In this rather brief preliminary communica- 
tion, we have only presented a statistical study 
of the incidence of cesarean section, morbidity, 
and prenatal hypertension. Time does not 
permit us going into a study of the various fig- 
ures on forceps and version, or mal-positions. 
A careful study of the appended form will show 
just how simple it is to arrive at these and 
many other conclusions. Our purpose in bring- 
ing this to your attention was merely to show 
the simplicity of the method which is applicable, 
not alone to obstetrics, but to any other spe- 
cialty as well. We are firmly convinced that it 
is only by keeping accurate records and tabulat- 
ing them, that one is able to arrive at a definite 
opinion. The studying of these tabulations at 
stipulated intervals, by the staff of a particular 
service will at once show them their successes or 
shortcomings, and it is by heeding these that 
we are able to better our service to our patients. 

DISCUSSION 

Dr. Conrad Collins (New Orleans): Dr. Levy 
requested that I present the incidence of cesarean 
section among negroes as found at Flint-Goodridge 
Hospital since I took charge of the obstetrical 
service, February 1, 1935 until January 1, 1936, 
during which time there were 190 cases admitted 
to the hospital through the clinic. There were 
only two cesarean sections performed, an incidence 
of 1.09 per cent. There were 31 cases referred 
from other services, as the Child Wetfare, for va- 
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rious complications of pregnancy. Of that num- 
ber, five cesarean sections were necessary. Forty- 
six cases out of 221 entered the true pelvis in 
transverse position. Version was necessary in ten 
cases. That may be a high percentage of cases 
delivered by version. But we are dealing with 
negro doctors who have no special training and I 
think this precedure is safer in their hands than 
a Scanzoni manoeuvre. 

Dr. A. L. Levin (New Orleans): I would like 
to ask Dr. Levy if any attempt was made to study 
the number of cases of anemias of pregnancy be- 
fore and after delivery. In the past several years 
a very interesting literature on that subject has 
developed. Only a few weeks ago a typical case 
of pernicious anemia following childbirth was ad- 
mitted to the G. I. department of Touro Infirmary. 
We should pay particular attention to the anemias 
of pregnancy before and after delivery. 


Dr. Hilliard Miller (New Orleans): The fig- 
ures presented tonight by Drs. Levy and Meyer 
are most interesting from two viewpoints. First, 
the low incidence and mortality rate for cesarean 
section in a well organized obstetrical service, and 
secondly, the limit to which the indications for 
cesarean section may be extended by those who are 
not trained in this particular field of work. 


The small per cent necessitating section, along 
with the low mortality rate represented in the 
statistics, speaks well for the service and for those 
men who, by their experience, are qualified to 
class themselves as obstetricians, particularly when 
the service is a clearing house for the abnormal 
cases for two or three public services. 

I am amazed and embarrassed, however, to see 
listed among the indications for cesarean section 
such complications as failure to deliver by high 
forceps, unsuccessful dilation of the cervix with 
bags, and the inability to dilate cervix manually. 
Cesarean section done under these conditions ne- 
cessarily involves such a risk of infection and sac- 
rifice of life that its employment for such com- 
plications should never receive consideration. This 
group of dystociae very probably comprise a per 
cent of the list of pelvic disproportions which is 
readily recognized by the specialist on his first 
examination, while to the unwary and less well 
prepared accoucheur the serious nature of his 
problem becomes evident only after long hours of 
labor have been endured, the head has failed to 
engage, the cervix has not dilated, maternal ex- 
haustion has developed and the rate and regularity 
of fetal heart tones indicate serious jeopardy to 
the life of the infant. Frequently under such cir- 
cumstances, the attendant from apprehension, or 
at the insistence of the family, undertakes an 
operative delivery which is wrought with ugly 
consequences; less frequently he has the courage 
and intelligence to administer a narcotic, support 
his patient, and wait patiently until circumstances 














are such that a less risky delivery may be accom- 
plished. 

The accepted indications for cesaraen section at 
present are so definite that they might be put down 
in A. B. C. order. There is only a small group 
about which there might be any doubt at the on- 
set of labor pains; this uncertainty is dispelled 
after a trial labor of from four to six hours is 
given, and it is found that the force of labor pains 
is not sufficient to overcome the existing dispro- 
portion between the maternal pelvis and the fetal 
head. 

Cesarean section performed by the skilled sur- 
geon, who is thoroughly acquainted with the con- 
ditions which make the operation safe, entails as 
low a mortality rate as any major surgical man- 
oeuver. On the other hand, if the operation is 
undertaken by one who is not thoroughly versed 
in anatomical and surgical details, and entirely 
conscious of the safe limits of indications, the 
frightful maternal and fetal mortality which will 
follow will force the operation into the category 
of unsafe surgical procedures. 

Dr. Walter E. Levy (In conclusion): In reply- 
ing to Dr. Levin, we have no statistics on anemias 
in pregnancy on our service; we do have frequent 
consultations, however, with the medical depart- 
ment on these cases. 


As regards Dr. Miller’s observations, we were 
equally astounded when we went over the records. 
Dr. Meyer got these records out; I do not even 
know whose cases these were. I was only inter- 
ested in the results, but whoever did those two 
particular cesarean sections is going to be bold 
enough to do more under similar circumstances. 
Our only reason for bringing these statistics up 
was the hope that it will encourage other depart- 
ments in other hospitals to do the same and as a 
result, benefit thereby. 
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An address to a group of genito-urinary 
surgeons by a gynecologist on the subject of 
the male sex hormone must necessarily be pre- 
faced by an apology. Since my immediate in- 
terests perhaps socially as well as scientifically, 
have been with the female sex, the little infor- 
mation I can offer you about the testis hormone 
is derived from an indirect source, the litera- 
ture, and not from any personal experience with 
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this principle, either 
cally. 


experimentally or clini- 
The analagous relationships, however, be- 
tween the male and female sex hormones and 
their influence on their respective secondary 
sexual tissues suggest many interesting specula- 
tions; perhaps, a coordination of these relation. 
ships may offer a more fundamental insight 
into the physiology of these hormones. 


With the ever increasing knowledge in en- 
docrine physiology, the testis hormone is com- 
manding more and more attention both scienti- 
fically and clinically. Unfortunately the very 
low yield of this principle from any of the 
present sources retards the progress of in- 
vestigation of its activities, and until a more 
liberal supply is available we must be satisfied 
with the limited information as to its actions. 


The testis, like the ovary, performs two func- 
tions, an external and internal secretion. The 
former is evidenced by the maturation and 
secretion of sperm, while the latter manifests 
itself by the production of the male sex hormone 
which, like the estrogenic principle of the fe- 
male, apparently controls the growth and de- 
velopment of the secondary sexual organs. This 
hormonal secretion in the male is not present, 
however, in animals lower than the vertebrates, 
and in the majority of vertebrates it functions 
only periodically for a limited time. Man, 
however, exhibits no such restricted reproduc- 
tive period and therefore his accessory sexual 
organs are maintained in an ever-ready func- 
tional condition by the continuous secretion of 
the testis hormone. 


Various methods of detection and assay of 
this principle have been suggested: (1) the 
capon comb growth test—a bird unit is defined 
as that amount of material injected daily which 
causes an increase in the comb (length plus 
height) from 3 to 7 mm. by the sixth day of 5 
(or more) out of 10 injected capons; (2) the 
spermatozoan motility test, in which guiena-pig 
sperm remains viable longer when in the pres- 
ence of the hormone; (3) the electrical ejacula- 
tion test, with resulting coagulation of the 
semen (castrated guinea-pigs give either no 
ejaculation or only a watery discharge); (4) 
the rat prostate cytology test, in which cellular 
changes occur in the prostate three to four days 
after castration—l R. U. equals 6 bird units; 
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(5) the rat seminal vesicle cytology tests; 
(6) Cowper’s gland test in the rat; and (7) 
the vas deferens test. The capon test has been 
by far the most frequently used. 

The first successful extraction of the testis 
by McGee of Dr. 


He obtained a 


hormone was demonstrated 
Koch's laboratory in Chicago. 
potent product from the lipoid extractives of 


fresh bull testes. Since then crystalline pro- 
ducts has been extracted from both testes and 
male urine, but as said before, the yield is very 
small. Butenandt estimated two million gallons 
of male urine yield, by his technic, 1 gram of 
Dr. Koch has 


utilized several tons of bull testis and hurdreds 


the crystalline material, while 
of gallons of male urine to obtain only a few 
Ruzicka has suc- 
ceeded in synthesizing both the testicular and 
The fac- 


milligrams of this hormone. 


urinary principles from cholesterol. 
tor obtained from male urine is termed “‘andro- 
sterone’’; that from the testis is called “testo- 
The latter is said to be seven to ten 
The accepted 


sterone”’. 
times as active as the former. 
structural formula for each is as follows: 


TESTIS HORMONE 


CH CH3 
, oH 
CH3 CHs 
H ¢) 
Androsterone Testosterone 
Cy9H3002 CigH2—8% 


An important question is whether or not these 
two principles are identical. Certain chemical 
and biological differences have been pointed 
out, but a definite answer is not yet available 
and the question still remains open. The mole- 
cular structure of the testis hormone presents 
a close chemical relationship to a whole series 
of other biologically important substances, such 
as cholesterol, bile acids, ergosterol, the 
estrogenic principle and the carcinogenic agents 
present in tar as well as those synthetically pre- 
pared. The phenanthrene ring is common to 
all. In fact, as proviously mentioned, Ruzicka 
has produced synthetically the testis hormone 


from cholesterol. The chemical formulas of 
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some of these compounds are offered to demon- 
strate their close relationship. 


OVARIAN HORMONES 
The present sources of the testis hormone 
are the testes of the pig, ram, goat, bull, the 
urines of men and women and the bloods of the 
bull and goat. 


It is not known at the presert time exactly 
when the testis begins to secrete its hormone, 
although in the urine of boys under 10 years of 
age it is generally absent. Stimulation, how- 
ever, of these infantile testes by gonadotropic 
substances induces its secretion and the de- 
velopment of the accessory reproductive or- 
gans. The testis hormone has been found in 
the urine of men 91 years old. There is ap- 
parently no storage of this principle in man, 
and therefore it might be hypothesized that the 
hormonal secretion is continuous and _ not 
rhythmic. It is of interest that the undescend- 
ed testicle, though failing to produce viable 
sperm, secretes the 


normal amounts. 


testis hormone in fairly 
This observation is backed 
and experimental evidence. 
Ligation of the vas deferens does not increase 
hormonal secretion. 


by both clinical 


Since the fundamental work of Smith and 
Engle in this country and Aschheim and Zondek 
in Germany, demonstrating the controlling in- 
fluence of the anterior hypophysis over both 
male and female gonads, animal experimenta- 
tion has developed the evidence to 
demonstrate the interrelationship of the anterior 
pituitary gland to the gonads. The castrate-urine 
follicle-stimulating principle or certain fractions 
of the anterior hypophysis stimulate only the 
seminiferous epithelium of the testes, which has 
atrophied after hypophysectomy. Spermatids 
and even spermatozoa are produced, but little 
or no response is noted in the interstitial tissue 
as revealed both by structural studies and by 
failure of the accessory reproductive organs to 
hypertrophy. This castrate-urinary or frac- 
tional anterior pituitary principle stimulates in 
both sexes predominately 


following 


the germ cells (and 
tissues having the same origin, the granulosa 
cells of the ovarian follicle), and therefore 
might be designated as a gametogenic principle. 

On the other hand a second anterior pituitary 
fraction or the gonadotropic principle present 











CH; 
0 


HO 
Keto-hydroxy-theelin 


Cigh2202 
1 gm. = 800,000 R.U. 


HO 





Di-hydro-theelin 
CigH2402 
= 5,000,000 R.U. 
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al 


Tri-hydroxy-theelin 


CyeH2403 
1 gm. = 15,000-40,000 R.U. 


wy COCH; 


Progesterone 
C21H3002 


RELATED COMPOUNDS 


Fi-cn,-cte-ctta-c 


CH 


HO 


Cholesterol 





Phenanthrene 


in human pregnancy urine, when injected either 
into normal hypophysectomized male rats, pro- 
duces an extensive interstitial tissue hypertrophy, 
and but slight seminiferous epithelium stimula- 
tion. This principle may be regarded as a 
“luteinizing” gonadotropic hormone since this 
is its main action in the female. 

The secretion of the testis hormone is, there- 
fore, dependent upon anterior pituitary activity. 
A reciprocal relationship exists, however, be- 
tween the testis hormone secretion 









and an- 








CH, 


CHs 
\ —et_ca=ca- shed CH 
CH CH, a 
3 
HO 


CH, CH s* 


Ergosterol (vitemin D) 


terior hypophyseal activity. Increased  secre- 
tion and concentration of the former inhibits 
activity and secretion of the latter and vice 
versa. Indeed, pituitary activity in the male 
may be inhibited by administering the female 
estrogenic principle. 

Two differences exist at our present stage 
ot knowledge, in the gonadal mechanism be- 
tween the sexes: (1) in the female the germ 
cells (granulosa) secrete the female sex hor- 


mone (ovarian follicular hormone), whereas in 
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the male the testis hormone is produced by the 
interstitial tissue; (2) castrate or postmeno- 
pausal urine contains the anterior pituitary 
gametogenic principle; in the male no such 
factor is in evidence. Why these differences 
cannot, at present, be answered. 
Possibly future investigations will solve these 
problems. 

Even though androsterone and testosterone 
have been crystallized and have been prepared 


should exist 


synthetically from cholesterol, there are no ac- 
tive preparations of the testis hormone or 
hormones on the American market. A few of 
the European firms are manufacturing this 
principle, although little information about its 
clinical action is available. Such products are 
“androl”, Henning (1 c.c.=3 bird units) ; 
“androfort”, Richter (1 c.c.=2 bird units) and 
“hombreol”, Organon Labratories (1 c.c.=4 or 
20 bird units). 

Several difficulties confront the clinical ap- 
plication of the testis hormone. As stated, the 
yield of the hormone from either testes or 
male urine is very small; nor is much known 
of the normal man’s needs of this principle; 
nor has it been estimated what constitutes a re- 
placement dose for the castrated individual. 
Another problem is that there is no storage of 
this hormone in man and daily injections are 
therefore necessary. Finally, the therapeutic 
value of the hormone cannot as yet be definite- 
ly stated since the pertinent question, “What 
is the function of this hormone in man?” has 
not been satisfactorily answered. 


Some recent 


investigations in Amsterdam 


suggest that certain types of human prostate 
hypertrophy may be helped with this hormonal 
principle. The assumption is that the estrogenic 
hormone, which is found in male urine, causes 
enlargement of the prostate, when the male 
hormone is secreted in diminished amounts. 
Treatment with the male factor is reported to 
have counteracted the estrogenic stimulation, to 
have arrested prostate hypertrophy and to have 
alleviated the symptoms. 


Following along the generalization that the 
secretion of any organ does not stimulate the 
development of that organ is in accord with the 
testis hormone. This principle has no effect 
on the hypofunctioning testis; in fact, large 
and continuous injections of this hormone 
causes atrophy of the testis, destruction of 
germ cell production and hormanol secretion. 
This action of the male hormone on the testis 
is probably indirect, that 
hypophysis. 


is via the anterior 


The theory advanced by McCullagh, that a 
special principle, “inhibin”, exists in the testis 


and causes diminution in the size of an hyper- 
trophied prostate through depression of pituitary 
activity, requires further clinical evidence and 


confirmation. 
with extracts 
male urine. 


similar results 
principle from 


Laqueur claims 
containing the 


Testicular tumors of 
though they possess 


the teratoid type, al- 
undifferentiated and em- 
bryonal cells, secrete very high concentration of 
the urinary gonadotropic principle and appar- 
ently no excess of the testis hormone. 
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SISTER STANISLAUS HONORED 


On the night of July 30, there was held in 
the Municipal Auditorium a most impressive 
and dignified ceremony, honoring Sister Stanis- 
laus Malone, R.N., D. of C. of St. V. de P. 
At this convocation a large group of Sister 
Stanislaus’ friends, admirers and recipients of 
her various charities gathered together to pay 
tribute to a great woman. In her more than 
fifty years of service at the Charity Hospital 
Sister Stanislaus has unquestionably been the 


biggest factor, not only in the satisfatory 


‘their devoted treatment under her 
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nursing and care of the patients but in the suc- 
cessful running of the institution. Her kindly 
disposition has caused her to spend a goodly 
part of her time and her activities in alleviating 
the discomforts of sickness and the sorrows 
of illness amongst a class of patients who, in 
many instances, have had their many trials and 
tribulations other than sickness helped by her. 
Not only is her goodness to the patients and 
almost a 
legend of the hospital, but her friendship with 
the many doctors who have gone through the 
Charity Hospital and served there has been 
firm and enduring. To a man they hold for 
her respect, honor and affection. To the nurses 
Sister Stanislaus has been a guide, a leader 
and a saintly model. 


It is too much to ask that Sister Stanislaus 
night have fifty years more in her important 
position but at least we can express our heart- 
felt desire that many, many more years of 
service lie ahead of her. 





POLIOMYELITIS 


The epidemic of poliomyelitis which has 
been reasonably general throughout the coun- 
try, particularly severe in the state of Alabama 
and several of the surrounding states, focuses 
attention on this very important disease. For- 
tunately Louisiana so far has escaped with only 


a sporadic case. The weekly reports of Dr. 
O’Hara, state epidemiologist, show at most one 
case a week. The last reports which were avail- 
able showed only one case has been reported 
in a period of two weeks. These figures are 
encouraging and it looks as if Louisiana is 
going to escape any serious number of cases 
in contradistinction to Alabama which, in a 
period from June 13 to July 31 according to 
the U. S. Public Health Service, reported 209 
cases and Tennessee with 60. The Alabama 
authorities seem to think that the disease is on 
the wane at the present time. If this is so 
there is a further likelihood Louisiana will be 
fortunate enough to have practically no cases 
of poliomyelitis. 

The assumption that Louisiana will avoid the 
disease is optimistic, but probably true. How- 
ever, it must not be presumed that such will 
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be the case; poliomyelitis might hit Louisiana 
in epidemic proportions. If so, it is necessary 
to know what to do for these patients. In so 
far as the prevention of poliomyelitis goes at- 
tention is called to the communication from the 
Louisiana State Board of Health on the inside 
back page of the August number of the journal, 
in which Dr. O’Hara details a method of pre- 
venting poliomyelitis which has been advocated 
by the U. S. Public Health Service. While this 
method cannot be said dogmatically to prevent 
poliomyelitis at least it has produced results 
which would tend to confirm its presumed 
prophylactic powers. 

After the disease has developed there is no 


specific. The question as to the value of con- 
valescent serum is still debatable. If the con- 


valescent serum is given it should be given, in 
theory at least, in the pre-paralytic stage. After 
paralysis has developed the virus is fixed in the 


cord. Possibly the anti-serum will then have 
no effect, although the proponents of con- 
valescent serum, after development of paralysis, 
mention that the virus may be neutralized in 
dead cells and the virus moving from cell to 
cell may likewise be rendered innocuous. 


In the discussion of the value of convalescent 
serum the observations of the well qualified 
Ann Arbor group* cannot be dismissed lightly. 
In a careful clinico-pathologic study of 125 
cases of infantile paralysis these reporters 
found that in 80 of the pre-paralytic cases who 
received either convalescent serum, or con- 
valescent or adult whole blood transfusions that 
77 (96 per cent) did not subsequently have 
paralysis. In the small group of three patients 
that did develop this expression of poliomye- 
litis recovery was complete. The result of the 
use of serum in the paralyzed cases was not 
spectacular, however one-third of the cases 
showed definite improvement, whereas in the 
17 children who received no immuno-therapy 
approximately 87 per cent had a severe residual 


*D. M. Cowie, J. P. Parsons and K. Lowenberg: 
Clinico-pathologic observations on infantile paraly- 
sis: report of 125 acute cases with special ref- 
erence to the therapeutic use of convalescent and 
adult blood transfusions; the possible relation of 
blood group to the severity of the disease, Ann. 
Int. Med., 8:521, 1934. 
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paralysis with little or no recovery. 

The administration of convalescent serum is 
both by intravenous and intraspinal route. If 
the former, 100 c.c. or more are given and at 
the same time 10-15 c.c. by the latter method. 
The intravenous dose is to be repeated if the 
temperature is still elevated and if improve- 
ment does not set in in twelve to twenty-four 
hours. Whole blood transfusions are given 
with the idea that the average adult has de- 
veloped immunity and immune bodies. In this 
case 250-500 c.c. of blood should be given de- 
pending upon the size and age of the child. 





THE NEW ORLEANS GRADUATE 
MEDICAL ASSEMBLY 


“Yet I doubt not thro’ the ages 
One increasing purpose runs, 
And the thoughts of men are widen’d 
With the process of the suns”. 
It was many years ago that Alfred, Lord 


Tennyson, wrote these words and today we be- 
lieve that in no single field of human endeavor 
has this progress been more pronounced than 
in the field of medicine and surgery. Surely, 
no other part of the world has seen the ad- 
vance which has characterized medical progress 
on the North American Continent. The help- 
ful cooperation and unflagging zeal of medical 
men everywhere, resulting in unrelating re- 
search, voluminous writing and frequent group 
meetings, have been responsible for this marked 
advance. 

It was this perennial spirit of progress which 
recently brought together about one hundred 
thirty members of the medical profession in 
New Orleans for the purpose of establishing 
an annual graduate medical assembly. Plans 
are rapidly being completed for the first as- 
sembly to be conducted here during March, 
1937. Some eighteen speakers of international 
note will conduct a series of lectures, clinics, 
and round-table discussions over a period of 
three and a half days, with daily sessions last- 
ing from nine o’clock in the morning until ten 
in the evening. 

The New Orleans Graduate Medical Assem- 
bly is distinctly a praiseworthy effort and will 
have great influence in directing the attention 
of the medical profession of the country to 
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the splendid institutions and well-organized and 
well-equipped medical schools which are the 
pride of the local profession. Not only will or- 
ganized medicine as a whole benefit from this 
meeting, but medical men will profit individu- 
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ally in information and in the infusion of. en- 
thusiasm which always comes from cooperative 
endeavor .For these reasons the Assembly 


should have the wholehearted and enthusiastic 
support of the medical profession of the South. 





HOSPITAL STAFF TRANSACTIONS AND CLINICAL MEETINGS 


OSCAR ALLEN TUMOR CLINIC 
CHARITY HOSPITAL 
New Orleans 

The scientific meeting of August, 1936, was 
called by Doctor J. T. Nix, Director. The essayist 
was Doctor James K. Howles who presented the 
following paper. 

CANCER OF THE SKIN IN THE NEGRO RACE 

Cancer is no respector of race, creed or position. 
It is a scourge that takes its toll from all strata 
of society. There is a slight yearly increase in the 
demands of this devastator of humanity which 
today is responsible for over 100,0000 deaths yearly 
in this country alone. The riddle of the cancer 
problem has been rendered almost insolvable by 
its very nature, which is closely akin to that of 
growth itself about which human knowledge is 
so far relatively negligible. 

The last half century, however, has seen great 
progress in this perplexing problem of medicine, 
although it is true the morphological study of 
eancer begun and pursued so eagerly in the past 
century has produced no cure, it has been the 
basis of subsequent discoveries. 


One fact about which all physicians have become 
cognizant is the universal distribution of cancer 
and its prevalence among all races of mankind. 

As late as 1898 Dr. Schachner, a well-known 
surgeon of Louisville, Kentucky, reported in an 
article, “Malignant Disease in the Colored Race, 
With a Report of Two Cases.”1 A discussion of 
the subject which illustrates the misconception 
that prevailed at that time is of interest. The 
conversation referred to is related by Dr. Schach- 
ner as follows: 


“Two years ago a prominent surgeon of Louis- 
ville now residing in an eastern city, asked me 
among a number of others who practice surgery 
as to whether I had ever operated upon a colored 
patient for carcinoma; if I had ever seen cancer 
in a negro. At that time I had not. In the same 
conversation he said that another surgeon, perhaps 
the oldest in the city, stated that in twenty-five 
years he had not operated upon a single case of 
cancer in the negro. Aside from this particular 
instance I have frequently noticed that the im- 
pression seems to prevail rather generally that the 
negro is almost exempt from cancr.”’ 


This conversation was between physicians of a 
southern city where the colored population is high 


and was in the not distant past. This grave mis- 
conception existed even Though Dr. Rudolph Matas 
a few years previously had made an outstanding 
contribution to the study of benign and malignant 
tumors of the American negro in a contribution 
to a treatise on Surgery by Frederick S. Dennis 
of New York City. Dr. Matas? in his analysis of 
the cancer problem at Charity Hospital of New 
Orleans from 1884 to 1893 said: 


“It would appear from all this and other evi- 
dence that the opinion which has long existed, 
that the negro was formerly less liable to ma- 
lignant disease, and especially as to true cancer, 
is found on some ground, though it is equally 
certain that at present cancer affects the races in 
the same proportion.” 


The statistics of the hospital go even further 
than this, indicating a greater prevalence of cancer 
among the colored patients, and as they faithfully 
represent the experience furnished by the institu- 
tion, they are worthy of serious consideration. 


Perhaps much of the misunderstanding that has 
existed in the minds of some clinicians concerning 
cancer in the negro has been due to diagnostic 
inaccuracies which were enhanced by the fear of 
biopsying suspicious looking growths. 

Ferdinand Helwig has stated that if every cancer 
could have the advantage of a biopsy the mortality 
of cancer would be greatly reduced. 

Simpson’ believes that only 70 per cent of can- 
cers can be diagnosed clinically and not more than 
80 per cent microscopically. 


Biopsy should be used when it is impossible to 
make an accurate diagnosis by any other means. 
It should be done as an accurate means of classi- 
fication with the purpose of determining the mode 
of treatment. 


While the fear of biopsy is beoming less, how- 
ever, when it is necessary, a histological study 
should be made since the recent work on the 
therapy of cancer is concerned principally with 
radiosensitivity, and this can be judged only by 
the classification of neoplasms formulated by his- 
tological study with subsequent therapeutic study 
and follow-up. 


At the present time there is a great discrepancy 
between mortality and incidence of skin cancer. 
It is difficult to determine just what proportion 
of mankind skin cancer affects. Wells4 quotes 
statistics from the Huntington Hospital in Boston 
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showing that it is the most common form of 
cancer treated there. Pearl and Bacon5 point out 
that it is a more frequent cause of death than 
is indicated by autopsy statistics because a greater 
proportion of victims of skin cancer die at home 
instead of in a hospital, than is the case in any 
other form of cancer. 

While it has been believed by many that epi- 
thelioma of the skin, especially the squamous- 
celled type is uncommon in the negro race, the 
basal-celled type is still belived to be a nonentity 
in the negro skin. 

The United States Public Health Service in 1928 
issued an interesting bulletin on negro mortality 
in which it was stated that “comparing white and 
colored curves, colored rates are higher than white 
up to fifty years of age and from then on are 
considerably lower than the white rates.” The 
statement applied to all forms of cancer, however, 
and not to cancer of the skin alone. 

There is an abundance of evidence that cancer 
is not only common among the negro population 
of the United States at the present time, but that 
certain types of cancer are more common among 
the negroes than among the whites. A report by 
Dr. Louis I. Dublin in 1925, for the Metropolitan 
Life Insurance Company, showed that cancer of 
the buccal cavity was less frequent in the negro 
male than in the while male at ages above 25, 
while in negro females between ages 25 to 74 buc- 
cal cancer was more common than in white fe- 
males. 


Cancer of the skin prevailed at the rate of 2.1 
among white males and 0.7 among colored males. 
Among white females the rate was 1.6, against 0.8 
for colored females. The cancer death rate of the 
City of New Orleans for the years 1919 to 1922 
was 125.3 per 100,000 for the white, against 121.8 
for the colored. These figures represent deaths 
from all types of cancer. In this same period the 
death rate for cancer of the buccal cavity among 
the whites was 16.8, against 6.9 per cent for the 
negroes. The skin cancer deaths were: white 0.6 
per cent, as against negroes 0.5 per cent. 


Hoffmané6, in reporting the San Francisco can- 
cer survey published in 1927, listed the death 
rates from cancer of the various parts for the two 
races in New Orleans for the period 1919-1923 as 
follows: 

“Cancer of the lip among the whites prevailed 
at the rate of 0.3 against a rate of 0.4 for negroes, 
and cancer of the tongue 3.5 for the whites and 
1.0 for the negrces. He commented on the cor- 
relation of symphilis and cancer of the tongue and 
the fact that hyphilis was more common in the 
negro race than in the whites. Cancer of the 
mouth was the cause of death in 0.6 per cent of 
the white mortalities and 0.4 per cent of the col- 
ored ones.” 


The purpose in emphasizing the incidence among 
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the colored race is to impress upon the minds of 
the profession the fact that epithelioma of the 
skin is not uncommon in negroes. 

In a recent survey of epithelioma of the skin 
collected from the records of Charity Hospital, 
New Orleans covering a period of twenty-seven 
years the following percentages occurred. These 
figures represent over 2200 cases which were ad- 
mitted to the hospital for treatment of skin cancer 
and discharged with a diagnosis of epithelioma of 
the skin. 


Per Cent 
White males, 1,579 ve Pay: | 
White females, 550 .... 20.4 
Colored males, 54 acts icbineadiag ae 
Colored females, 37-... ee 


The distribution of these 91 epithelioma found 
in the negro skin were as follows: 


Colored Colored 

Male Female 
Cheeks 11 7 
Lips - 14 7 
Nose 4 2 
Ears 1 2 
Neck 1 1 
Forehead 7. 1 
Eyes 0 3 
Hand 1 2 
Chin 2 1 
Legs 5 4 
Back 0 0 
Arms 2 2 
Mouth 7 2 
Fingers 2 0 
Chest 0 0 
Tongue a 0 0 
Feet _... = 3 
De Le Pea ED. 0 0 
Toes __.. a3 0 
Genitalia _0 0 
Miscellaneous 3 0 

54 37 


Much has been written concerning the role of 
pigment in preventing cutaneous cancer. All au- 
thorities seem to hold to the opinion that the 
colored races are less liable to skin cancers on this 
account and certainly this view seems to be sup- 
ported by the available statistics. A distinct racial 
immunity is certainly a disproven therapy but that 
there exists a certain but partial immunity or a 
lessened susceptibility to cancer among some high- 
ly pigmented races may be true. The increase in 
frequency is probably due to the adoption of 


modern methods of living or to an intermingling of 
races. 


Certainly the present skin cancer mortality of 
our American negro population tends more and 


more to approach the corresponding skin cancer 
death rate of the white population. 
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In a survey of 11,587 cancer deaths obtained 
from authentic records the percentage of deaths 
due to cutaneous cancer were as follows: 


White Males i __....--_3.0 per cent 
White Females —_._. de Se vr 
Gee Se ss ws aon it 


Cee, SE eit OS 
Other reports give even a higher percentage 
among the negro race but time will not permit 
further review of statistics. 


The purpose of this brief paper is to show that 
epithelioma of the skin is not uncommon in ne- 
groes. The percentage of deaths in the United 
States among negroes from carcinoma of the skin 
was 1.4 during the years 1923-1927. There is an 
abundance of evidence that cancer of the skin is 
becoming more common among the negro popula- 
tion of this country. 

The crux of the whole cancer problem is early 
diagnosis, for while the precancerous lesions of 
the skin are relatively benign in their incipiency, 
early recognition would facilitate the treatment 
of epithelioma greatly. 


As the negro patients become more numerous in 
reputable clinics and hospitals, the statistics con- 
cerning cancer in the negro has undergone marked 
revision. 

When the number increases of these precancer- 
ous and even cancerous lesions which are recog- 
nized early and treated in their incipiency, the 
mortality rate of cutaneous epithelioma will no 
doubt decrease. 
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J. T. NIX CLINIC 
NEW ORLEANS 
At a meeting held in August, Doctor L. S. Hill 
presented the following paper. 
POSTERIOR FOSSA TUMOR IN A CHILD 
CASE REPORT 
On December 24, 1935 the patient, four years 
of age, was brought into the office and the follow- 
ing history was obtained. The child was an eight 
months baby, delivered normally. He sat up at 
eight months, crawled at thirteen months, walked 
at eighteen months and began talking at eighteen 
months. The speech, however, was never very 
distinct. None of the usual childhood diseases 
were contracted and he was never sick except 


for occasional vomiting spells which occurred 
about every two to six months. During these at- 
tacks, which came on in the morning, the patient 
vomited the food ingested on the previous eve- 
ning. These attacks were easily controlled by 
the medicine prescribed by the local physician. 

On December 4, 1935 a vomiting attack occurred 
which was not controlled by medicine and con- 
tinued for almost a week. Previous to this the 
parents had noticed that for about a month the 
child had had trouble in walking. His feet 
seemed “to get mixed up” and they thought he 
was very clumsy. From December 4, 1935 he 
seemed to get progressively weaker. Seven or 
eight days were spent in a local hospital where 
various examinations, including a spinal fluid ex- 
amination, were made. However, no diagnosis 
was arrived at. On December 24, 1935 the patient 
was brought to our Clinic in the father’s arms, 
being unable to walk or even stand alone for any 
length of time. The appetite at all times was 
good, but even while eating he would vomit. This 
was a projectile type of vomiting and often the 
patient would vomit on an empty stomach, bring- 
ing up large amounts of mucus. 

Examination at this time revealed a rather pale, 
depressed, somewhat apathetic, fairly well de- 
veloped child, weighing 34% pounds, temperature 
98°, pulse 112, and respiration 26. The posterior 
cervical glands were palpable and the tonsils en- 
larged; the knee-jerks were positive and equal; 
the Babinski reflex was negative bilaterally; the 
gait, when assisted, was ataxic, the child being 
too weak to walk alone. Examination of the 
respiratory and vascular systems was negative. 
Vision could not be taken because of the inability 
of the patient to cooperate. The pupils were 3 
mm. in diameter and reacted to light. Motility of 
the eye was unimpaired but a slight esophoria 
of the left eye was present. Examination of the 
fundus was unsatisfactory although a general con- 
gestion of the eye grounds was present. The 
optic discs were not seen well enough to report 
on. Examination of the eyes under a mydriatic 
was not done at this time. 


Laboratory findings were as follows: Blood 
Wasserman, negative. Hemoglobin 50%. Total 
red cell count, 4,240,000. Color Index, 0.6. Total 


white cell count, 7,250. Small lymphocytes, 37%; 
large lymphocytes, 1%; neutrophiles, 61%; eosino- 
philes, 1%. Urinalysis, negative. Functional kid- 
ney test, 75% in two hours. 

X-rays of the skull and the entire spine were 
reported negative for bone or joint pathology and 
the sella turcica appeared normal in outline. 

At this time a diagnosis of Intracranial Neo- 
plasm versus Hypertrophic Stenosis of the Pylorus 
was considered. The patient was given an anti- 
anemic diet and small doses of belladonna and 
allowed to return home for two weeks. 
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On January 8, 1936, when again brought to the 
office, he was very pale, the head appeared large 
and veins over the entire cranium were promi- 
nent. The pupils were large and reacted slightly 
to light. Tests for coordination could not be car- 
ried out. Examination of the eye grounds re- 
vealed a slight choking of the discs, the right 
showing more choking than the left. X-ray of 
the gastrointestinal tract showed a_ definitely 
splastic colon. 


The patient was admitted to the hospital for 
observation. Neurological examination in the hos- 
pital was essentially negative except for a ques- 
tionable impairment of hearing, unsteadiness on 
his feet, staggering to the right and left and 
tending to fall backward and a high percussion 
note over the head. A spinal tap gave a clear 
fluid under a pressure of 24 mm. of mercury, 
showing a cell count of 5, slightly increased glo- 
bulin, 50 mg. of sugar per 100 cc. and 486 mg. 
chlorides per 100 ¢.c. The tests for colloidal gold 
and the Wassermann reaction were negative. 

A diagnosis of posterior fossa tumor, most 
probably a medulo-blastoma, was made and it was 
thought best to give the patient deep X-ray the- 
rapy at the time rather than to resort to surgery. 
Accordingly Roentgen therapy over three portals, 
giving 200 r units per treatment with a maximum 
of 1,600 r units per portal was ordered. Actually 
only eight treatments were given because of the 
reaction of the patient. 


During the time the patient was in the hospital, 
from January 8, 1936 to February 8, 1936, there 
were periods during which he apparently was 
much stronger and brighter and ate well with 
freedom from vomiting. On January 26, 1936, the 
nurse began reporting occasional incontinence for 
urine and an occasional complaint of headache. 
The skin also became noticeably dry and rough. 
On February 8, 1936, after X-ray therapy was dis- 
continued, he was discharged to return in one 
month. 


February 19, 1936 he was readmitted. For the 
first eight days at home his parents thought he 
he improved. He ate well, seemed bright and was 
more active. After this, the mother noticed oc- 
casional movements of the left arm, the child 
often holding the arm up over the head for a 
while. Then the leg began to flex on the abdo- 
men, and when straightened would gradually re- 
turn to the flexed position. The local doctor, in- 
terpreting these movements as signs of meningeal 
irritation, advised the parents to bring the pa- 
tient in to the hospital. On the day he was ad- 
mitted the mother noticed a similar phenomena 
on the right side. At this time the discs were 
definitely choked with marked dilatation of the 
blood vessels. The pupils were dilated and there 
was a slight alternate squint. The spinal fluid 
was clear and under 27 mm. of mercury pressure 


with negative laboratory findings. The patient 
was quite lethargic. He could be aroused to eat 
and had a good appetite but took very little notice 
of his surroundings and lay quietly except for 
the movement of the left arm and leg and oc- 
casional movements of the right. 


Although an encephalitis was considered at this 
time, surgery was deemed the most advisable pro- 
cedure. Accordingly, on February 22, 1936, under 
local anesthesia, ventriculograms were made (Doc- 
tors Anderson and Nix) which showed marked 
dilatation of both ventricles with free communi- 
cation and no deformity or dislocation, indicating 
an obstructive lesion at the brain stem. Immedi- 
ate exploration of the posterior fossa was done. 
Palpation and inspection did not give any evi- 
dence of a tumor. Delieate adhesions were fount 
around the Foramen Magnum, however, and when 
the finger was introduced a free flow of spinal 
fluid resulted. It was felt that these adhesions 
might possibly have caused a block. The pres- 
ence of a tumor however was not excluded. 


The patient went off the operating table in good 
condition and did well until about 4:30 p. m. 
when twitching of the body began. This con- 
tinued and grew more severe despite the admin- 
istration of sedative. At 11:20 p. m. a spinal tap 
was done and about 30 c.c. of bloody fluid re- 
moved. The convulsive movement became much 
less for a short while but the breathing remained 
labored. At 1:00 a. m., February 23, 1936, 50 c.c. 
of 25% glucose was given intravenously. At this 
time the temperature was 108° by rectum, pulse 
imperceptible and Cheyne-Stokes respiration pres- 
ent. He became progressively weaker and expired 
at 7:20 a. m. on February 23, 1936. 

A partial autopsy was performed and the fol: 
lowing report given: 

The body is that of a normally developed white 
male child. The pupils are equal and in mid- 
dilatation. There is nothing abnormal about the 
contour of the head though it is a bit larger than 
the average child of his age. There is a trephine 
opening through the occipital bone and a corre- 
sponding incision in the skin above this opening. 

On opening the calvarium, the skull is found 
to show definite evidence of thinning in places. 
There is no special location however. The fon- 
tanels are closed. There is a slight increase in 
the amount of cerebrospinal fluid. There is no 
adhesion of the membrane to the dura except the 
normal attachments and some adhesions around 
a recent trephine opening over the occipital bone. 
The upper surface of the brain shows all vessels 
moderately injected. The lower surface of the 
brain shows a thinning out of the corpus albi- 
cans and the lower wall of the third ventricle. 
This wall is so thin from pressure that it has the 
appearance of a cyst. There is no other evidence 
of pathology from the outer surface. On opening 
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the lateral ventricles, both are found to be mark- 
edly dilated and filled with a slightly turbid and 
faintly xanthochromic fluid. The foramen of 
Monroe is dilated and the third ventricle is mark- 
edly distended with the same character of fluid. 
Thre is a small cyst to the left side of the third 
yentricle below the choroid plexus which is a 
further thinning out of the wall of the third 
ventricle. The aqueduct of Sylvius is patent but 
not greatly dilated. The fourth ventricle ‘is 
markedly dilated and distorted by a cerebellar 
tumor in the right lobe which presses upon the 
floor of this ventricle and occludes the foramen 
of Magendie through pressure upon this foramen. 
This growth is the size of a guinea egg, well en- 
capsulated and somewhat succulent and translu- 
cent in structure. There is hemorrhage in one 
portion of this tumor which otherwise seems 
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There is 
no macroscopic evidence of other pathology about 
the pons or medulla or the upper portion of the 
spinal cord nor are there any metastases found 
anywhere in the brain. 


rather sparsely supplied with vessels. 


Diagnosis: Gliosarcoma of Cerebellum. 

This case is interesting in that it demonstrates 
the difficulties encountered in diagnosis and lo- 
calization of an intracranial neoplasm in a child 
where there issuch a scarcity of complaints. “No 
headache, no dizziness, no visual disturbance were 
complained of. There was also inability to take 
accurate visual fields or to test for ataxia or dis- 
turbance of coordination, because the patient 
could not cooperate. Added to the above diffi- 
culties was the presence of marked gastro-intes- 
tinal symptoms accompanied by spastic colitis and 
a marked anemia. 
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OFFICERS OF THE N. O. G. M. A. 

The following officers and committeemen of 
the New Orleans Graduate Medical Assembly are 
rapidly completing plans to present a live medical 
educational program to the members of the medi- 
cal profession of the South in March, 1937. 


GENERAL OFFICERS 
Dr. Thomas B. Sellers, President 
Dr. Lucien A. LeDoux, Vice-President 
Dr. William H. Gillentine, Secretary 
Dr. Francis LeJeune, Treasurer 
Dr. Frederick L. Fenno, Director of Clinics 


EXECUTIVE COMMITTEE 
Dr. Philips J. Carter 
Dr. Amedee Granger 
Dr. Urban Maes 
Dr. John H. Musser 
Dr, Alton Ochsner 
HONORARY ADVISORY COMMITTEE 
Dr. George S. Bel 
Dr. W. W. Butterworth 
Dr. Homer Dupuy 
Dr. John B. Elliot 
Dr. John T. Halsey 
Dr. Joseph Hume 
Dr. Rudolph Matas 
ADVISORY COMMITTEE 
Dr. Frank J. Chalaron 
Dr. Hyder ¥. Brewster 
Dr. Allan Eustis 
Dr. Oscar W. Bethea 
Dr. John A. Lanford 
CHAIRMEN OF COMMITTEES 
PROGRAM 
Dr. Wilkes A. Knolle, General Chairman 
Dr. Ansel Cain, Anesthesia and Gas Therapy 
Dr. M. T. Van Studdiford, Dermatology 
Dr, J. Raymond Hume, East, Nose and Throat 
Dr. A. L. Levin, Gastro-Intestinal 





Dr. Hilliard E. Miller, Gynecology 
Dr. O. W. Bethea, Medicine 
Dr. Chas. S. Holbrook, Neurology 
Dr. Edward L. King, Obstetrics 
Dr. W. R. Buffington, Ophthalmology 
Dr. H. Theodore Simon, Orthopedics 
Dr. Edwin H. Lawson, Pathology 
Dr. Roy E. de la Houssaye, Pediatrics 
Dr. Wm. H. Perkins, Preventive Medicine 
Dr. E. R. Bowie, Radiology 
Dr, Shirley C. Lyons, Surgery 
Dr. H. W. E. Walther, Urology 
BUDGET 
Dr. John A. Lanford 
COMMERCIAL EXHIBITS 
Dr. Philip H. Jones 
DAILY BULLETIN 
Dr. Robert A. Strong 
ENTERTAINMENT 
Dr. H. Vernon Sims 
EXTENSION 
Dr. Chas. A. Bahn 
FINANCE 
Dr. J. T. Nix 
GOLF 
Dr. Allan Eustis 
HALLS AND SCREENS 
Dr. H. L. Weinberger 
HOSPITALS 
Dr. Arthur Vidrine 
HOTELS 
Dr. H. B. Alsobrook 
INTERNATIONAL RELATIONS 
Dr. W. A. Reed 
MOTION PICTURES AND LANTERNS 
Dr. Wm. A. Wagner 
PUBLICITY 
Dr. James E. Bailey 
RECEPTION 
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Lousiana State 


Dr. Frank Gomila 
REGISTRATION 
Dr. J. M. Davidson 
ROUND TABLE LUNCHEONS 
Dr. H. Theodore Simon 
SCIENTIFIC EXHIBITS 
Dr. Daniel N. Silverman 
TELEPHONE AND TRANSPORTATION 
Dr. H. R. Mahorner 
EXTENSION GRADUATE TEACHING IN 
LOUISIANA 

On Monday evening, August 3, 1936, there was 
held in the domicile of the Society a meeting of 
considerable moment to the 
State. This was a joint conference between repre- 
sentatives of the Louisiana State Board of Health 
and the Louisiana State Medical Society to perfect 
plans for the teaching of obstetrics and perhaps 
later pediatrics in the rural districts of Louisiana. 

The Committee on Medical Education and the 
Committee on Maternal Welfare discussed this 
matter with the Board of Health at length and 
the entire control of the program was finally 
vested in the Committee on Medical Education, 
Dr. Jos. Kopfler, Chairman and Dr, Chaille Jami- 
son and Dr. R. B. Harrison, members, with Dr. 
E. L. King, Chairman of the Committee on Ma- 
ternal Welfare and Dr. L. A. Masterson of the 
Board of Health as ex-officio members. 

The State divided into districts cor- 
responding to centers of medical population and 
five evenings a week, two hours each, devoted to 
each district for didactic and clinical obstetrical 

s.ruction. 


profession of the 


is to be 


H. W. Kostmayer, M. D., 
President. 


The Tri-Parish Medical Society held its regular 
monthly meeting in Tallulah, Louisiana, August 4, 
1936, with the following members present: 

Drs. P. A. Parrino, G. W. Gaines, E. D. Butler, 
J. P. Davis, D. F. Davis, E. O. Edgerton, W. H. 
Hamley, Provine, Joseph Whitaker, Wm. K. Evans. 

Guests present: Drs. M. W. Hunter, H. S, Coon 
and Cook of Monroe, La. After enjoying a de- 
lightful spread at the Post Inn Cafe the members 
assembled in the club room. Dr. M. W. Hunter, 
Essayist, who is a specialist on disease of the heart 
and circulation, selected as his subject, “Pain of 
Angina Pectoris and Conditions Simulating An- 
gina”, and this paper was discussed by Dr. Coon 
and Dr. Cook of Monroe, Dr. Gaines of Tallulah, 
Dr. Hamley and Dr. Davis of Lake Providence, 
and Dr, D. F. Davis of Newellton, La. 

There being no further business the meeting 
adjourned. 

Joseph Whitaker, M. D., Pres. 
Wm. K. Evans, M. D., Secty. 
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BI-PARISH MEDICAL SOCIETY 

A meeting of the Bi-Parish Medical Society was 
held in the staff room of the East Louisiana State 
Hospital August 5, 1936. The scientific program 
consisted of the following: 

Report of Committee on Maternal Welfare, by 
Dr. Rhett G. McMahon, Baton Rouge. 

Some Endocrine Problems, by Dr, H. W. Kost- 
mayer, New Orleans. 

The Acute Mastoid, by Dr. L. F. Lorio, Baton 
Rouge. 

These subjects were handled in a very interest- 
ing manner and all were discussed by members 
present and a vote of thanks extended the doctors 
for their valuable papers. Drs. H. L. Lewis, H. W. 
Kostmayer, T. L. Mills and Clarence Lorio were 
elected honorary members of the Society. 

The next meeting of the Society will be held 
the first Wednesday in October. 

J. J. Ayo, M. D., Pres. 
E. M. Toler, M. D., Sec. 


MISSISSIPPI VALLEY MEDICAL SOCIETY 

The second annual meeting of the Mississippi 
Valley Medical Society will be held at Burlington, 
Iowa, September 30-October 2. The entire meeting 
including the technical and scientific exhibits, will 
be held in Hotel Burlington. There will be morn- 
ing, afternoon and evening sessions and the com- 
plete program has been especially arranged to 
appeal to the general practitioner. 

Among the eminent clinicians who will address 
the meeting are: Dr. D. C. Balfour, Rochester; Dr. 
A. J. Barsky, New York; Dr. George Crille, Cleve- 
land; Dr. R. H. Jaffe, Chicago; Dr, R. A. Kinsella, 
St. Louis and Dr. Bela Schick, New York. 

There will be over sixty lectures and demon- 
strations for the full three-day session. All ethical 
physicians are cordially invited to attend. A de- 
tailed program may be obtained from Harold 
Swanberg, M. D., Secretary-Treasurer, 211-224 W. 
C. U. Building, Quincy, Illinois. 


Passed Assistant Surgeon F. S. Fellows was re- 
lieved from duty, New Orleans, on or about August 
16, and directed to proceed to the Tennessee De- 
partment of Public Health, Nashville, Tennessee, 
for the purpose of assisting the State Health au- 
thorities on public health administration activities. 


Passed Assistant Surgeon R. E. Butler was re- 
lieved from duty, U. S. Marine Hospital, San Fran- 
cisco, upon arrival of Passed Assistant Surgeon 
H. D. Lyman and directed to proceed to New Or- 
leans and report to Medical Officer in Charge 
of U. S. Quarantine Station, for duty. 


Assistant Surgeon T. H. Tomlinson was relieved 
from duty, U. S. Quarantine Station, New Orleans 
upon arrival of Passed Assistant Surgeon R. E. 
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Butler and directed to proceed to Washington, 
D. C., for duty at the National Institute of Health. 


Assistant Surgeon David J. Zaugg was relieved 
from duty, U. S. Marine Hospital, New Orleans, 
August 5, 1936 and directed to proceed to U. S&S. 
Quarantine Station, New Orleans, for duty. 


Dr. Hilliard E. Miller has been appointed to the 
post of Professor of Gynecology in the School of 
Medicine of Tulane University and succeeds his 
brother, tha late Dr. C. Jeff Miller, who held this 
position for many years. Dr. Miller is a graduate 
of Tulane University, the class of 1916. He was 
recently made Chief of the Department of Gyne- 
cology of Touro Infirmary, Senior Consultant in 
the Department of Gynecology of Flint-Goodridge 
Hospital, and Visiting Gynecologist at Charity 
Hospital. 

REL 

Dr. Sidney K. Simon, chief of the Gastro-In- 
testinal department at Touro infirmary, died early 
August 5, 1936, at Touro after an extended illness. 

Widely known for his research in amoebic dysen- 
tery and flagellate parasitism, Dr, Simon was one 
of the first in the South to write on that subject. 
He was 58 years old. 

A native of New Orleans he was graduated from 
Tulane university school of medicine in 1901 and 
studied in Germany. He began the practice of 
medicine in New Orleans in 1903 and specialized in 
gastro-intestinal diseases. He was the son of the 
late Mr. and Mrs. Charles Simon and a nephew of 
the late Joseph Kohn. 

For the past several years Dr. Simon has been 
a professor of gastro-enterology at Tulane univer- 
sity and also of clinical medicine. He became head 
of the Touro infirmary gastrointestinal department 
in 1934. 

Dr. Simon was a member of the American Gastro- 
Enterologic society and an officer in the American 
Medical association. He organized the New Or- 
leans Gastro-Enterologic society and wrote ex- 
tensively on various diseases. 

He was also a past president of the Tropical 
Medical society and a member of the Louisiana 
State Medical society and the Orleans Parish Med- 
ical society. 


Dr. Curtis Albert Bailey of Athens, La., died 
July 15, 1936, at his home in Athens. 

He was born at Athens, Louisiana, March 21, 
1869, son of Thomas Bailey and Salina Atkins and 
in 1895 married Addie Harris, daughter of Mr. and 
Mrs. J. F. Harris of Athens. Dr. Bailey graduated 
from the University of Kentucky in 1890 and be- 
gan practicing medicine in Athens soon thereafter. 
He continued his practice here until his sudden 
death from acute coronary thrombosis on July 15, 
1936. Dr. Bailey was Vice-President of the Parish 
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Board of Health, and was also a member of the 
Parish and State Medical Societies. 


Dr. M. Earle Brown, chief of the department of 
ophthalmology of the Eye, Ear, Nose and Throat 
hospital, and head of the ophthalmology depart- 
ment at the Tulane Graduate School of Medicine, 
died suddenly August 19, 1936. He was 50 years 
of age. 

A graduate of Tulane in 1911, Dr. Brown did 
general practice in Gretna for several years, and 
served as coroner of Jefferson parish. He was the 
founder of the Louisiana Coroners’ association, He 
then went into the office of Dr. J. Raymond Hume, 
gradually taking over his eye practice. 

In 1917 Dr. Brown volunteered for war service, 
although he was then past the age limit. He was 
accepted in a medical office in the Navy, and 
served with distinction during the war and for 
several years after, receiving a number of citations 
while in France. 

He served as medical officer at the Naval hos- 
pital at Algiers and was medical officer aboard 
the flagship Dolphin during the war. (In 1918 he 
transferred to the Marine corps.) 

Upon his discharge from active duty Dr. Brown 
was taken in as aSsistant by the late Dr. Henry 
Dixon Bruns, then head of the opthalmological de- 
partment of the Eye, Ear, Nose and Throat hos- 
pital, and upon Dr. Bruns’ death was made head 
of the department, which positio nhe held for 10 
years. 

Dr. Brown has written numbers of articles for 
medical journals, the most recent one being on 
“The Location of Foreign Bodies in the Eye,” an 
improved method which he developed and practiced 
with great success. He did extensive charity work. 


Dr. Truss M. Brister, 54 years old, died August 
22, following a major operation which he under- 
went August 7. 

The deceased, the son of the late James Brister 
and Arminda Hodges Brister, was born in Bogue 
Chitto and his early schooling was received in 
that community. He obtained his premedical work 
at Sewanee, Tenn., and later graduated from the 
University of Tennessee. Later he took a special 
course in medicine at Tulane and postgraduate 
work at Rochester, N. Y. 

He came to Bogalusa in 1915. During the World 
war he went overseas and served as a lieutenant 
in medical corps, first with a French and later 
with an American unit. He returned in 1919 and 
joined the staff of the ESM hospital. 


| ONT 
THE AMERICAN BOARD OF INTERNAL 
MEDICINE, INC. 
The American Board of Internal Medicine, in- 
corporated February 28, 1936, completed its organ- 
ization on June 15, 1936. The officers chosen were 
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Walter L. Bierring, M. D., Des Moines, Chairman; 
Jonathan C. Meakins, M. D., Montreal, Vice-Chair- 
man; and O. H. Perry Pepper, M. D., Philadelphia, 
Secretary-Treasurer. These officers with the fol- 
lowing six members constitute the present mem- 
bership of the board; David P. Barr, M. D., St. 
Louis, Reginald Fitz, M. D., Boston; Ernest E. 
Irons, M. D., Chicago; William S. Middleton, M. D., 
Madison; John H, Musser, M. D., New Orleans, 
and G. Gill Richards, M. D., Salt Lake City. 


The organization of the Board is the result of 
effective effort on the part of the American Col- 
lege of Physicians in conjunction with the Section 
on Practice of Medicine of the American Medical 
Association and these two organizations are rep- 
resented in the membership of the Boara on a five 
to four ratio respectively. 


The American Board of Internal Medicine had 
previously: received the official approval of the two 
bodies fostering its organization, as well as that of 
the Advisory Board for Medical Specialties and 
the Council on Medical Education and Hospitals of 
the American Medical Association. 

The purpose of the Board will be the certifica- 
tion of specialists in the field of internal medicine, 
and the establishment of qualifications with the 
required examination procedure for such certifi- 
cation. 

While the Board is at present chiefly concerned 
with the qualification and procedure for certifica- 
tion in the general field of internal medicine, it 
is intended to inaugurate immediately after July 
1, 1937, similar qualification and procedure for 
additional certification in certain of the more re- 
stricted and specialized branches of internal medi- 
cine, as gastroenterology, cardiology, metabolic 
diseases, tuberculosis, allergic diseases, et cetera. 
Such special certification will be considered only 
for candidates who have passed at least the writ- 
ten examination required for certification in gen- 
eral internal medicine. The operation of such a 
plan will require the active participation and co- 
operation of recognized representatives from each 
of such special fields of medicine. 

Each applicant for admission to the examina- 
tion in internal medicine will be required to meet 
the following standards: 

General Qualifications 

1. Satisfactory moral and ethical standing in 
the profession. 

2. Membership in the American Medical Asso- 
ciation or, by courtesy, membership in such 
Canadian or other medical societies as are 
recognized for this purpose by the Council on 
Medical Education and Hospitals of the 


American Medical Association. Except as here 
provided, membership in other societies will 
not be required. 
Professional Standing 
1. ‘Graduation from a medical school 


of the 
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United States or Canada recognized by the 
Council on Medical Education and Hospitals 
of the American Medical Association. 
Completion of an internship of not less than 
one year in a hospital approved by the same 
council. 

3. In the case of an applicant whose training 
has been received outside of the United States 
and Canada, his credentials must be satis- 
factcry to the Advisory Board for Medical 
Specialties and the Council on Medical Educa- 
tion and Hospitals of the American Medical 
Association. 


to 


Special Training 

1. Five years must elapse after completion of 
a year’s internship in a hospital approved for 
interne training before the candidate is elegi- 
ble for examination. 
Three years of this period must be devoted 
to special training in internal medicine. This 
requirement should include a period of at 
least several months of graduate work under 
proper supervision in anatomy, physiology, 
biochemistry, pathology, bacteriology, or 
pharmacology, particularly as related to the 
practice of internal medicine. 
This work may be carried on in any domestic 
or foreign medical school or laboratory rec- 
ognized by the Council on Medical Education 
and Hospitals of the American Medical As- 
sociation as offering appropriate facilities for 
this type of postgraduate experience; or it 
may include a period of at least several 
months of graduate work under proper super- 
vision in internal medicine or in its restricted 
and specialized branches in any domestic or 
foreign hospital, clinic, or dispensary, recog- 
nized by the above Council as offering ap- 
propriate facilities for this type of postgradu- 
ate experience. 


tb 


3. A period of not less than two years of special 
practice in the field of internal medicine or in 
its more restricted and specialized branches. 
The American Board of Internal Medicine 
does not propose to establish fixed rules for 
the preliminary training of candidates for 
certification in this field. Broad general prin- 
ciples for training, however, may be outlined, 
although such suggestions as are made must, 
of necessity, be subject to constant changes 
reflecting the dynamic nature of the specialty. 
A sound knowledge of physiology, biochem- 
istry, pharmacology, anatomy, bacteriology, 
and pathology, in so far as they apply to 
disease is regarded as essential for continued 
progress of the individual who practices in- 
ternal medicine. The more factual knowledge 
of medicine and its basic sciences is not suf- 
ficient. The candidate must have had train- 
ing in their use in furthering his understand- 

















ing of clinical medicine, This implies practical 
experience under the guidance of older men 
who bring to their clinical problems ripe 


knowledge and critical judgment. Prepara- 
tion to meet this requirement adequately may . 
be even more difficult to obtain than the so- 
called scientific training. It may, however, 
be acquired in the following ways: 

(a) By work in a well-organized hospital 
outdoor clinic conducted by competent 
physicians. 

By a prolonged period of resident hos- 
pital appointments likewise directed by 
skilled physicians. 

By a period of training in intimate as- 
sociation with a well-trained and 
critical physician who has taken the 
trouble to teach and guide hjis as- 
sistant rather than to require him only 
to carry out the minor drudgery of a 
busy practice. 


(b) 


4. The Board does not consider it to the best 
interests of internal medicine in this country 
that rigid rules as to where or how the train- 
ing outlined above above is to be obtained. 
Medical teaching and knowledge are interna- 
tional. The opportunities of all prospective 
candidates are not the same. Some may have 
the opportunity of widening their knowledge 
by a period of study abroad. Others, at the 
other extreme, may be restricted to a compara- 
tively narrow geographic area and their de- 
tailed training must be obtained in short per- 
iods scattered over a long time. Although it is 
laid down that at least five years must elapse 
between the termination of the first interne 
year and the time when the candidate is 
eligible to take the examination, a longer 
period is advisable. The Board wishes to 
emphasize that the time and training are but 
means to the end of acquiring a broadness 
and depth of knowledge of internal medicine 
which the candidate must demonstrate to the 
Board in order to justify it in certifying that 
he is competent to practice internal medicine 
as a specialty. The responsibility of acquir- 
ing the knowledge as best he may rests with 
the candidate, while the responsibility of 
maintaining the standard of knowledge re- 
quired for certification devolves on _ the 
Board. 


Method of Examination 
The examination required of candidates for 
certification as specialtists in Internal Medi- 
cine will comprise, Part I (written) and Part 
II (practical or clinical). 

Part I The written examination is to be 
held simultaneously in different sec- 
tions of the United States and Cana- 
ada and will include: 
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(a) Questions in applied physiology, 
physiological chemistry, pathology, 
pharmacology, and the cultural as- 
pects of medicine. 
(b) Questions in 
medicine. 

The first written examination will be held in 
December 1936, and candidates successful in this 
written test will be eligible for the first practical 
or clinical examination which will be conducted 
by members of the Board near the time for the 
annual session of the American College of Phy- 
sicians at St. Louis in April 1937. The second 
practical examination will be held at Philadelphia 
near the time of the annual session of the Ameri- 
can Medical Association in Atlantic City in June 
1937. 

Application blanks and further information can 
be obtained by addressing the officé of the chair- 
man, Walter L. Bierring, M. D., 406 Sixth Avenue, 
Des Moines, Iowa, U. S. A. 


general internal 


INSURANCE 
DIRECTORIES 

Adopted by the Arkansas Medical Society April 
29th, 1936. 

Presented to the House of Delegates of the 
American Medical Association May 11; approved 
by the Judicial Council May 14 and adopted by 
the House of Delegates of the American Medical 
Association May 14, 1936. 

“WHEREAS, certain commercial interests are 
publishing medical directories, listing physicians 
by speciality and otherwise, as available for insur- 
ance and compensation work, 
sional services, and 

WHEREAS, participation by listing in these lay 
publications merely serves for the profit of the 
promoters, and is furthermore technically indirect 
solicitation of patients, 

THEREFORE BE IT RESOLVED, That the Ar- 
kansas Medical Society condemns these practices 
as unethical and forbids its members to continue 
listing theif names in such directories, and 

BE IT FURTHER RESOLVED, That the Ar- 
kansas Medical Society requests the House of 


Delegates of the American Medical Association to 
take similar action.” 


RESOLUTION ON MEDICAL 


and other profes- 


AMERICAN BOARD OF OBSTETRICS AND 
GYNECOLOGY 

The next written examination and review of 
case histories of Group B applicants by the Ameri- 
can Board of Obstetrics and Gynecology will be 
held in various cities in the United States and 
Canada on Saturday, November 7, 1936. 

Application blanks and booklets of information 
may be obtained from Dr. Paul Titus, Secretary, 
1015 Highland Bldg., Pittsburgh (6), Pennsylvania. 
Applications for this examination must be filed 
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in the Secretary’s office sixty days prior to the 
scheduled date of examination. 


HEALTH OF NEW ORLEANS 

The Department of Commerce, Bureau of Census 
reports that for the week ending July 18, there 
were 142 deaths in the city, divided 84 white and 
58 colored, giving a rate for the group as a whole 
of 15.4; for the white race 12.8 and for the negro 
21.7. The infant mortality rate this week was 70. 
For the next week, ending July 25, the death rate 
had increased to 16.5 as a result of 152 deaths. 
These were apportioned 74 white and 78 colored, 
giving a rate of 11.3 for the former and 29.2 for 
the latter. The infant mortality rate for this 
week was 93; a rate of 49 for the white and 155 
for the colored. For the week ending August 1, 
the number of deaths dropped to 139. These were 
divided almost evenly between the two races there 
being 72 white and 67 colored deaths. The rate 
for the whole group was 15.1; for the white 11.0 
and for the colored 25.1. The infant mortality 
rate dropped to 70 this week. For the week end- 
ing August 8, there was a sharp rise in the number 
of deaths; 183 people expired this week. Of these 
105 were white with a rate of 16.1 and 78 were 
negroes with a rate of 29.2. The death rate of 
the group as a whole was 19.9. There was a rise 
in the infant mortality rate this week, it being 
116. 


INFECTIOUS DISEASES IN LOUISIANA 

Dr. J. A. O'Hara, Epidemiologist for the State 
of Louisiana, has furnished us with the weekly 
morbidity reports for the State of Louisiana, which 
contain the following summarized information: 
For the 30th week of the year, ending July 25, 
there were reported 77 ases of syphilis, 55 of 
gonorrhoea, 53 of pneumonia, 38 of pulmonary 
tuberculosis, 37 of typhoid fever, 27 of malaria, 20 
of cancer and 19 of whooping cough. Of the un- 
usual diseases, two cases of cerebrospinal menin- 
gitis were reported this week; one from Red River 
Parish and 1 from Sabine Parish, which was a 
delayed report. Two cases of tularaemia were 
reported from Caddo; 1 case of undulant fever 
from Caddo and 1 from Orleans. There was 1 case 
of poliomyelitis reported from E2st Baten Rouge. 
The report for the 3lst week of the year, ending 
August 1, showed syphilis still prevailing, 96 cases 
being listed with the following diseases reported 
in double figures: 54 of pneumonia, 44 of malaria, 
32 of pulmonary tuberculosis, 27 of whooping 
cough, 24 of typhoid fever, 21 of cancer, 19 of 
gonorrhoea, 14 of chancroid, 13 of influenza and 
11 of diptheria or diptheritic croup. There were 
3 cases of pdratyphoid reported; 1 from Caddo 


Parish and 2 from East Feliciana. Ascension and 
Terrebonne Parishes each reportel 1 case of Scar- 
let Fever and Ascension and Claiborne Parishes 
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each reported 1 case of septic sore throat. 


There 
was 1 case of dysentery reported from Rapides 
Parish and 1 case of typhus fever from East Baton 


Rouge. For the week ending August 8, the 32nd 


* week of the year, syphilis still headed the list, 


there being 93 cases reported this week. This 
was followed by 59 cases of pneumonia, 51 of 
malaria, 49 of gonorrhoea, 38 of typhoid fever, 37 
of pulmonary tuberculosis, 29 of cancer and 17 of 
scarlet fever. Listed among the unusual diseases 
this week were the following: 1 case of para- 
typhoid from East Baton Rouge, 1 case of diptheria 
from each of the following Parishes: Calcasien, 
East Baton Rouge, Iberia, Plaquemines and St. 
James. Bienville Parish reported 8 cases of scar- 
let fever, Orleans 6, Caddo 2 and Ascension 1. 
One case of poliomyelitis was reported from St. 
Mary Parish. For the week ending August 15, 
there was reported 57 cases each of pneumonia and 
malaria, 34 of pulmonary tuberculosis, 27 of ty- 
phoid fever, 24 of syphilis, 20 of influenza, 19 of 
gonorrhoea, 18 of cancer and 14 of diptheria. 
Caddo, Terrebonne and Webster Parishes each re- 
ported 1 case of scarlet fever and Ascension, Cal- 
casieu and St. Mary each reported 1 case of un- 
dulant fever this week. 





WOMEN’S AUXILIARY 
LOUISIANA STATE MEDICAL SOCIETY 


President—Mrs. James Byron Vaughan, Monroe. 

President-Elect—Mrs. George D. Feldner, New 
Orleans. 

First Vice-President, Mrs. F. G. Ellis, Shreve- 
port. 

Second Vice-President—Mrs. T. H. Watkins, Lake 
Charles. 

Third Vice-President—Mrs. 
Homer. 

Fourth Vice-President—Mrs. 
Welsh. 

Recording Secretary—Mrs. C. Grenes Cole, New 
Orleans. 

Corresponding Secretary—Mrs. Joseph P. Brown, 
Monroe. 

Treasurer—Mrs. Courtland P. Gray, Monroe. 

Parliamentarian—Mrs, R. T. Lucas, Shreveport. 


E. B. Middleton, 


R. R. Arceneaux, 





With most folks away on vacation, the hot, sul- 
try month of August is always a lax one for news, 
however, the warm weather does not seem to have 
wilted the ambition of the Orleans Parish Auxili- 
ary. While auxiliary activities as a whole have 
been disbanded until the Fall, work of organizing 
committees and formulating plans for the coming 
year has been completed so that when October rolls 
around, the stage will be all set and they will be 
ready to take off without any loss of time. Follow- 
ing are the officers, executive board members, and 
committee chairmen for 1936-37: 
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President—Mrs. W. P. Gardiner. 
President-Elect—Mrs. Jules Myron Davidson. 
First Vice-President—Mrs. Alson Ochsner. 
Second Vice-President—Mrs. D. N. Silverman. 
Third Vice-President—Mrs. George D. Feldner. 
Fourth Vice-President—Mrs. Clyde Brooks. 
Recording Secretary—Mrs. Vernon Sims. 
Corresponding Secretary—Mrs. John S. Dunn. 
Publicity Secretary—Mrs. Edgar Burns. 
Treasurer—Mrs. Aynaud Hebert. 
Parliamentarian—Mrs. Frank Hava. 
Historian—Mrs. A. Mogabgab. 

STANDING COMMITTEES 

Social 
Mrs. Ernest E. Allgeyer, Chairman. 
Notification—Mrs. H. Ashton Thomas. 
Hostesses—Mrs. Cassius L. Peacock. 
Membership—Mrs. George Taquino. 
Entertainment—Mrs. E. A. Socola. 
Motor Corps.—Mrs. Edmond Souchon. 
Courtesy—Mrs. Willard Wirth. 
Telephone—Mrs. Clyde Brooks. 
Educational 

Mrs. W. W. Butterworth, Chairman. 
Tuberculosis—Mrs. Francis E, LeJeune. 
Social Hygiene—Mrs. Alton Ochsner. 
Safety—Mrs. Hilliard E. Miller. 


Red Cross—Mrs. Adolph Jacobs. 

Health Examinations—Mrs. John Menville. 
Philanthropic 

Mrs. Frederick F. Fenno, Chairman. 

Library—Mrs. S. M. Blackshear. 

Samples—Mrs. H. Theodore Simon. 

Old Clothes—Mrs. Russell E. Stone. 


Editor, Bulletin News 
Mrs. Jules Myron Davidson. 


Contact Chairman 

Mrs. Herman B. Gessner. 

The first class in Red Cross First Aid has re- 
cently been completed by a number of the auxiliary 
members, and those who were not able to avail 
themselves of this privilege, can do so any time 
during the year, as this is going to be continuous 
throughout the year. 


Don’t forget, dear auxiliary members, whenever 
you hear of anything that you think might be in- 
teresting auxiliary news, please do not hesitate to 
send it in to me. There is always room for more. 
My address is: 3814 Louisiana Avenue Parkway, 
New Orleans, La. Thank you! 


MRS. GEORGE D. FELDNER, Chairman. 
Press and Publicity. 
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Abnormal Arterial Tension: By Edward J. Stieg- 
litz, M. S., M. D., F. A. C. P. New York, Na- 
tional Medical Book Co. 1935. pp. 261. 


This book is a valuable addition, by a competent 
author, to the already large number of works on 
this subject. The author takes up the mechanism 
of control of normal and abnormal arterial tension 
and the more common etiological factors and states 
frankly that it is frequently impossible to do more 
than determine some of the probable causative in- 
fluences. He then considers symptoms in arterial 
disease under the headings of cardiac, neurologic 
and renal consequences. Therapy is adequately 
and rationally touched upon. The remainder of the 
book considers briefly hypotension, and finally 
hypertension in surgery and obstetrics. The book 
is well worth reading and although it does not 
claim to solve the problem of abnormal arterial 
tension, it at least provides the reader with a ra- 
tional working hypothesis and much food for 
thought. 

RANDOLPH Lyons, M. D. 


Enfermedades de las Coronatias: By Duran Ar- 
rom. Barcelona. Inst. de medicina practica. 
1936. Illus. charts. pp. 228. 

In this excellent monograph Dr. Duran covers 
very nicely all the clinical aspects of coronary dis- 
ease. His chapters on electrocardiography and 
roentgenology are remarkably complete and the 
reader gets full reward in information by means 


of accurate charts and electrocardiograms which 
illustrate the author’s cases. Of special interest to 
American readers is the chapter on therapeusis, 
as the European art of prescription writing is de- 
picted in full colors. 

The book is of value to students of this special 
subject and to the practicing cardiologist. 

GUILLERMO M. CarrerA, M. D. 


A Synopsis of Physiology: By A. Rendle Short, 
B. Sc., M. D., F. R. C. S. and C. I. Ham, M. B. 
B. Ch., F. R. C S. (Ed.) Baltimore, William 
Wood and Co., 1935. pp. 312. illus. pl. Price 
$3.50. 


Just what the title implies, the book gives a 
summary of modern physiology. Its usefulness is 
problematic. The beginner would have to use an 
ordinary text-book of physiology as well, and any- 
one else would find this work inadequate. The 
book is probably useful to candidates cramming 
for some of the advanced English examinations. 

HENRY Laurens, M. D. 


Basal Metabolism in Health and Disease: By Eu- 
gene F. DuBois, M. D. 3d Ed. Philadelphia, 
Lea and Febiger, 1936. pp. 490. illus. Price 
$5.00. 

This excellent text maintains the high standards 
of previous editions and contains a wealth of in- 
formation for those interested in the various dis- 
orders of metabolism. In keeping with the author’s 
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purpose of presenting his subject matter so as 
to bring metabolic topics from the domain of the 
experimental physiologist to that of the practi- 
tioner, theoretical considerations have been re- 
duced to a minimum, while the clinical implica- 
tions of the respective disorders are constantly 
stressed. Very little weight is assigned to the 
animal experiments leading to the formulation of 
certain concepts, while much weight is placed on 
their clinical interpretations. 

The first half of the book, entitled “Metabolism 
in Health’, contains chapters pertaining to the 
relev2nt laws of physics and of chemistry; other 
chapters explain the physiologic principles in- 
volved and afford a concise review of these basic 
factors especially important to those who do not 
ordinarily have access to the literature on such 
matters. Even while involved in these fundament- 
als, the author is constantly endeavoring to show 
their relationship to clinical phenomena. 


The second section, “Metabolism in Disease”, 
contains chapters describing the application of me- 
tabolic studies in the diagnosis of disease. The 
chapter of thyroid diseases is fairly brief but in- 
formative. Diseases of the other endocrine glands 
which may be studied by our prevalent methods 
are also briefly recorded. Miscellaneous diseases 
in which studies of metabolism are of value are 
represented by appropriate chapters. 

This book is to be recommended to anyone hav- 
ing occasion to treat metabolic disorders. For the 
specialist, it is an excellent source book. The 
bibiliography is adequate. For the practitioner 
who wishes to find concise summaries of the 
recent literature on the various metabolic disor- 
ders, the clinical chapters are especially of value. 
The author’s clarity of presentation of subject mat- 
ter adds considerably to the interest of this work. 

Sypnry Jacogs, M. D. 


Demonstrations of Physical Signs in Clinical Sur- 
gery: By Hamilton Bailey, F. R. C. S. (Eng.) 
5th ed. rev. Baltimore, William Wood & Co., 
1935. pp. 287. illus. Price, $6.50. 

The revised fifth edition of this book, like the 
previous editions, contains much clinical informa- 
tion. In tabloid form, the material is readily ac- 
cessible. The book should be of especial interest 
to the young practitioner as it stresses the value 
of careful observation. The author has used il- 
lustrations throughout and because of this he has 
presented his subject clearly and with a minimum 
amount of description. 

EMILE Biocnu, M. D. 


The Biochemistry of the Eye: By Arlington C. 


Krause, M. A., Ph. D., M. D., F. A. I. C. Balti- 
more, Johns Hopkins Press, 1934. pp. 264. 
Price $3.25. 

“This volume summarizes what is known of the 
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biochemistry of the eye.’”’ The scholarly work, 
presented in clear, concise style in eight splendid- 
ly organized chapters, deals with the chemistry 
of the external secretions, conjunctiva, selera, 
cornea, uveal tract, retina, aqueous humor, vitreous 
humor and the lens. Each chapter contains tabu- 
lated data on the ultimate analysis, organic and 
inorganic constituents, of the tissue considered, 
and valuable information pertaining to physiolog- 
ical and pathological processes. The book should 
serve as a valuable source of reference material. 
While worth reading for a concept of the progress 
in this highly specialized field, the general practi- 
tioner will find little use for the book which is 
primarily designed for ophthalmologsts and re- 
search workers. Besides an author and subject in- 
dex, there is an extensive bibliography including 
approximately 1000 articles. 
SamvueEt B. Nap ter, M. D. 


Synopsis of Clinical Laboratory Methods: By W. 
E. Bray, M. D., B. A., St. Louis, Mo. C. V. 
Mosby & Co. 1936. pp. 303. Price - 


This concise, practical and comprehensive volume 
deals in orderly fashion and without unnecessary 
words, with the standard as well as the less used 
procedures of laboratory diagnosis. As the author 
rightly states in the preface, the object of the book 
is “to bring together in a small volume for ready 
reference the more recent information and the 
most frequently used methods of laboratory diag- 
nosis’’. 


Beginning with a brief outline of important tests 
to be performed in assisting the physician in the 
treatment of a group of selected conditions, Dr. 
Bray presents urinalysis, hematology, bacteriology, 
serology, etc. concisely and thoroughly. 

This excellent little book is recommended to all 
physicians desiring a quick, simple and up-to-date 
source of information in Clinical Laboratory 
methods. 

ALBERTO Prieto, M. D. 


American Chamber of Horrors: By Ruth dE. 
Forest Lamb. New York, Farrar & Rinehart, 
1936. pp. 418. Price $2.50. 


As one reads this amazing expose of the terrible 
and revolting practises perpetrated upon the Amer- 
ican public by the avaricious and unscrupulous 
food and drug manufacturers and by the dangerous 
practises of many of the farmers, his amazement, 
horror and disgust grows apace. The cupidity of 
the conniving and conscienceless trades, the smug 
stupidity of an indolent public and the zealous as- 
siduity of the small and self-sacrificing group of 
members of the Food and Drug Administration 
arouse intense indignation on the one hand and 
great admiration on the other. The present law 
of the Food and Drug Administration is wholly 
inadequate and ineffective. Since June 12, 1933 
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there has been before congress a proposed new 
law. Known as the Copeland or the Tugwell Bill, 
it was in its pristine glory virile and efficacious 
put thanks to the ravages of time and lobbies and 
amendments is was an asthenic, impotent, emascu- 
lated bill at the time of its demise on June 20, 
1936, shortly before the adjournment of the 74th. 
session of Congress. It was meant to replace the 
prsent law which was enacted in 1906. On March 
22, 1935 President Roosevelt sent a special mes- 
sage to congress urging the passage of this bill so 
vital to the health and safety of the people of the 
United States. I have indicated how his request 
was heeded. This book was unquestionably written 
to reveal to all sane and sensible peopl and to 
urge upon them the necessity of a law to check 
the outrageous and pernicious practises of pur- 
veyors of foods and cosmetics and to permit of 
the prompt punishment of such offenders. Every- 
one, and especially physicians as the guardian of 
the health and well being of the community, should, 
read how dangerous cosmetics and drugs are sold 
to an unsuspecting and gullible public frequently 
resulting in disaster, disfigurement and death of 
the consumer. One should become conversant with 
the use of poison sprays upon fruits and vege- 
tables with their improper removal with the sub- 
sequent ill health, frequntly vague and unrecog- 
nized. One should learn to know the Joker in the 
law that permits villainy to escape because the 
law says the administration must prove intent on 
the part of the culprit to defraud. One should 
take due cognizance of an inadequate law that is 
able to prevent false labeling on medicine and the 
dishonest branding of the quality of foods and 
yets is powerless to check the mighty torrent of 
advertising that covers the country by papers, 
pamphlets, magazines and radio broadcasts. One 
should be familiar with the great vigilance of the 
Administration, greatly handicapped by insuffi- 
cient numbers, to prevent the revolting and dis- 
gusting filth permitted to flourish in the dairy 
industries. One should study the methods of those 
who palm off adulterated and substandard foods 
to a public lulled into a false security by the 
modern Circes whose advertisements with song 
and story is a thing of golden beauty and financial 
joy for ever—at least to them. Possibly they too 
belf€ve that “pigs is pigs’. I feel so strongly 
upon this subject that I am perfectly willing to 
subscribe to the missionary zeal and the evident 
propaganda of the book. The author has per- 
formed a great service and her work is meritori- 
ous and honest and is based upon scientific and 
legal facts and court records. Temporarily, it has 
not achieved its purpose. But as times goes by 
the sleeping giant, public opinion, will be aroused 


from its lethargy and this book shall be one of 
the many lashes that shall goad it on to action 
and the accomplishment of a new law. The pro- 
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phecy of the last chapter of the book shall be ful- 
filled. “There’s going to be a law”. Physicians 
should peruse this book and inform their public. 
They should preach, protest, and participate in a 
fight to the finish that the Food and Drug Ad- 
ministration shall be able propertly to protect the 
public consumer from the unscrupulous manufac- 
turer. The business founded and maintained upon 
truth and honesty shall not fall a prey to the busi- 
ness dedicated to the accumulation of wealth by 
hook or crook. 
I. L. Rospins, M. D. 


Passive Vascular Exercises: By Louis G. Herr: 
mann, A..B., M. D. Philadelphia, J. B. Lippin- 
cott Company, 1936, pp. 288. 


Following a general introduction the author 
gives an historical sketch of the concepts of the 
lesions and the problems of management in ob- 
literative vascular diseases of the extremities. The 
developmnt of methods of effecting passive vascu- 
lar exercise is traced by descriptions and illustra- 
tions of the types of apparatus which have been 
devised, including the improved Pavex machine 
designed by the writer. 


Physiology of the peripheral distribution of 
blood, the effects of rhythmic alternation of en- 
vironmental air pressure as it influences peri- 
pheral distribution of arterial blood, and the ef- 
fects of changes in environmental temperature on 
tissue are presented in sufficient detail to furnish 
or refresh a working knowledge necessary for the 
intelligent employment of passive vascular exer- 
cise methods. The influence of the collateral ar- 
teria? circulation in determining results obtained 
by passive vascular exercise and the factors which 
influence the extent and the development of this 
shunt circulation are discussed. The value of ob- 
taining as much information as possible concern- 
ing the type, the duration, and the distribution 
of the arterial obliterative process is stressed, and 
the methods of making such determinations by 
clinical and special methods are adequately pre- 
sented. Particular emphasis is laid on the im- 
portance of making properly controlled calori- 
metric and oscillometric determinations. 


Methods of producing vasomotor relaxation for 
diagnostic, therapeutic, and prognostic purposes 
are discussed in the form of a critique of the 
agencies which have been recommended and em- 
ployed for this purpose. The undesirable or un- 
satisfactory results frequently observed following 
certain commonly applied methods of management 
of patients with obliterative vascular disease are 
accounted fer, and the author repatedly warns 
against the physiologically unsound practice of 
accelerating local tissue metabolism through in- 
creasing the environmental temperature of an ex- 
tremity without simultaneously assuring adequate 
increase in circulation to the part. 






156 


Dr. Herrmann is conservative in his estimate of 
the benefit which will eventually accrue from the 
use of the Pavaex apparatus. Although he indicates 
its broad field of usefulness by citing illustrative 
cases of both acute and chronic ischemic condi- 
tions of the extremities, he is careful also to in- 
dicate the perfectly reasonable limitations of the 
Pavaex equipment. Whereas in some cases lasting 
benefit may result, in other instances even pro- 
longed employment of the apparatus may afford 
only temporary palliative relief. When peripheral 
vascular disease has caused such a degree of tissue 
damage that debridement or amputation is neces- 
sary, the preoperative or postoperative use of the 
Pavaex aparatus may permit the safe and satis- 
factory performance of a more conservative surgi- 
cal procedure than would otherwise be possible. 
Contraindications and precautions which must be 
observed when using the Pavaex apparatus are 
given as explicitly as is possible. The methods of 
increasing peripheral circulation by such means 
as the exercises of Buerger and Allen are de- 
scribed, and the importance of attention to “petty 
details’’ on the part of the physician and the 
patient is reiterated. 


In the final chapter there is an outline of the 
routine for study and the care of patients with 
obliterative arterial diseases of the extremities, 
and work sheets, including charts and diagrams 
for recording results of the oscillometric and 
calorimetric studies, are reproduced. This care- 
fully written and well illustrated book is of gen- 
eral interest and should be of particular value to 
anyone who is treating or who plans to treat 
patients with obliterative vascular lesions of the 
extremities. 


AMBROSE H. Storck, M. D. 


Diseases of the Respiratory Tract: Eighth annual 
Graduate Fortnight of the New York Academy 
of Medicine. Philadelphia. W. B. Saunders Co. 
1936. pp. 418. illus. Price $5.50. 


This book represents the symposium of the 
Eighth Annual Graduate Fortnight of the New 
York Academy of Medicine. The large number of 
notable contributors is one of the many distinctive 
features of the volume. This happy choice of 
subjected selected and the complling manner in 
which they have been handled from the medical 
surgical and physiological aspects with especial 
emphasis placed on simplicity and clinical applica- 
tion and usefulness will be hailed with real de- 
light. For here we have the most recent develop- 
ments in medicine written authoritatively and yet 
with debatable and dubious matters entirely de- 
leted. Colds, pneumonia, cancer, tuberculosis and 
bronchiectasis are but a few of the many important 
diseases discussed. This criticism is very general. 
In order to keep abreast of the times the general 
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practitioner must find time to read this bock. It 
is a splendid effort and merits careful considera- 
tion. 

I. L. Ropsins, M. D. 


Treatise on the Legal Aspects of Christian Science: 
By I. H. Rubenstein. Chicago. Crandon Press. 
1935. pp. 33. 


This small volume is of particular interest to 
the physician in that it treats of the medico-legal 
aspects of cases of this nature, giving citation to 
cases on record. 

I. L. Ropsrns, M. D. 


Common Contagious Diseases: By Phillip Moen 
Stimson, A. Z., M. D., 2nd ed. Philadelphia. 
Febiger 1936. pp. 437. Price $4.00. 


In the preface to this book the author states 
that it is his conviction that here is a real need 
for a compact and handy book which presents in 
a reasonably clear and concise manner the salient 
features of the common contagious diseases, to- 
gether with brief descriptions of the recent de- 
velopments in the knowledge of these diseases. 

This book does exactly this and it is highly 
recommended for just this object in mind. It will, 
serve well the medical student and practicing phy- 
sician as a handy reliable reference book. 

The sections on whooping cough and poliomyelits 
are very complete and most up-to-date. One fails, 
however, to see any reference to the recent work 
on the use of antitoxin in the treatment of men- 
ingococcus meningitis. 

Don JULIAN GRAUBARTH, M. D. 
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